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Since wartime conditions limit the supplying Above: A modern central service room at St. Joseph's 
Hospital, Elgin, Illinois. 


of new sterilizers to civilian hospitals, obviously 
the best solution for the present is to utilize to materials, supplies, equipment, personnel, and 
best advantage the existing equipment in the hos- supervision. Autoclaves, technical equipment, 
pital. In this connection, the advantages of a and supplies can be grouped in one location un- 
central sterilizing and supply room in the hos- der centralized responsibility and will serve all 


pital are forcefully emphasized. departments and floors of the hospital, giving 


Centralization results in marked economy of full time use when necessary. 


Our engineering and planning department will gladly as- 
sist in arranging for central service or other facilities to ex- 
pedite hospital work under today’s difficult circumstances. 
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Hospital Personnel in the War Situation 


MARY E. SWITZER 


apply solely to hospital personnel, that I am 

reluctant to discuss the general question of 
hospital personnel in the war situation. We have 
been accustomed to thinking of our hospitals as 
sacred and that somehow they would be staffed. 
This is probably the first time in our history when 
essential hospital jobs have met the extreme com- 
petition present today in the labor market. 


Tan ARE so few definite instructions which 


At first, when hospitals were largely institutions 
sponsored by public subscription, we in the com- 
munity felt that working in a hospital was a favor 
to the person doing the job. We felt that perform- 
ing an act of charity, such as caring for the sick, 
even though the sick sometimes pay high, was 
something for which one did not have to receive 
the going market rates. On the contrary, the joy 
in the work was largely the compensation. 


In days gone by, hospitals have been manned, 
particularly in the service departments, by people 
who were dedicated, largely for religious reasons, 
to performing works of mercy. We have come to 
realize, however, not only are hospitals senti- 
mental reflections of community charity, but they 
are also essential pillars of the community’s ability 
to survive the strains of modern life. 


-_— 
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In the last twenty-five years, the public, through 
the Federal, state, municipal, or local government, 
or through organized public philanthropy, has ac- 
cepted the responsibility of maintaining elaborate 
hospital organizations. We have put access to med- 
ical care for the purpose of preserving the health 
of the nation, in the same category as access to 
schools for the purpose of learning to read and 
write, and to churches for the purpose of worship- 
ing. It, therefore, becomes necessary to think of 
hospitals as a large sized industry, with the ad- 
vantages and disadvantages that occur therefrom. 


The Magnitude of the Task of Maintaining 
Adequate Hospital Staffs 


I think it is well to consider some facts which 
are constantly tantalizing the War Manpower 
Commission. I will, therefore, give you some of 
the labor market figures to dramatize the mag- 
nitude of the problem of maintaining adequate 
staffs in hospitals in communities, like in New 
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England, for instance, which has so many vital 
war industries. 


The General Manpower Requirements 


First, let us look at the general manpower re- 
quirements of the whole labor market. There were 
just under 60,000,000 people in the labor force in 
December 1942. By December 1943, this number 
will be 62,500,000. Next June or July, when the 
agricultural employment is at its height, the total 
will be as high as 65,000,000. This compares with 
just over 56,000,000 at the time of Pearl Harbor. 


Taking into consideration all groups engaged 
in activities essential to the war, including the 
armed forces, December 1943 will see an increase 
over last December of about 6,500,000 persons. Six 
and one-half million seems like a reasonable 
enough figure to expect to recruit into the labor 
market of a country as vast as ours, especially 
when we have just gone through a decade of such 
critical unemployment. As each of us looks at his 
own community, it seems incredible that enough 
new people to meet the demand cannot be found 
in all the cities and towns in America. 


We are, however, learning many shattering 
things about ourselves as the war goes on. We are 
realizing that instead of being a land of plenty, 
in the field of labor supply we do not have the 
surplus we had expected and dreamed of, or even 
worried about in the 30’s. The Manpower Commis- 
sion estimates that only half of this increase of 
6,500,000 can be provided by actual expansion of 
the labor force. It is true that about 2,500,000 per- 
sons, mostly women not now working, will become 
employed during this year. Another 500,000 will 
be added by reducing unemployment, and still a 
remaining balance of over 3,000,000 must come by 
reducing employment in less essential industries. 
We cannot delude ourselves that this transition 
can be made without heartbreaking adjustments. 


Eighty-seven Critical Occupations 


There are 87 critical occupations where nation- 
wide shortages exist. Nevertheless, demand for 
labor is not uniform throughout the country. It is, 
as you well know, concentrated in industrial cen- 
ters with labor shortages. This is an obvious result 
of the regional differences in our country and one 
compelling reason why national figures sometimes 
have very little reality where—let us say—Hart- 
ford, Connecticut, is concerned: 


I need not tell you that New England industrial 
areas were among the first to experience overall 
labor shortages. Not only was the supply of skilled 
and semi-skilled workers for shipbuilding, machine 
tool, aircraft, ordnance and other direct war pro- 
duction completely exhausted, but the supply of 
unskilled labor which might be trained for essen- 
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tial employment has dwindled to the vanishing 
point. 


Recently, seven New England areas, of a national 
total of thirty-two, were judged by the War Man- 
power Commission to have such acute labor short- 
ages that no renewal of supply contracts should 
be recommended and no new contracts should be 
placed if alternative facilities for meeting the 
terms of the contract are available elsewhere. Nine 
additional areas have labor stringencies or anti- 
cipate them within the next six months. In these 
areas, only renewals of contracts at the present 
level of production will be recommended. In four 
other areas, labor shortages may be anticipated 
after six months. 


It is, therefore, pretty plain that New England 
manpower problems are very real and very crit- 
ical. War production plants and activities essential 
to the sustaining of civilian economy have been 
hard pressed to meet labor needs. Less essential 
production, as well as trade and service, have had 
to struggle along as best they could. 


So much for the general manpower picture. 


It is not bright and yet I wonder if, considering 
all things, New England would wish it to be any 
more favorable. Our ports have fought through 
many wars, have welcomed the ships of many 
allies for repairs and renovation. We are the seeth- 
ing center where the sinews of this struggle are 
united. No citizen of a community celebrating the 
nineteenth of April or the seventeenth of June 
would want it otherwise! Whatever adjustments 
we have to make—we will make. 


Maintaining Services Essential to War Effort 


I think that those members of this the New 
England Hospital Association, and other related 
civilian and professional associations, who have 
met with Mr. Paul V. McNutt and his staff in 
Washington would not question the sincerity with 
which our Agency regards the importance of 
health and welfare services for civilians and for 
the armed forces. 


We recognize that to maintain these services is 
essential to the war effort. We have been very 
close to the problem presented by the withdrawal 
of large numbers of physicians, nurses, and scien- 
tific personnel from civilian services to the armed 
forces. We know, too, that nonprofessional staff 
members are being withdrawn for military service 
and are leaving for employment in war plants. We 
know that replacements are difficult, even in areas 
of relatively adequate labor supply. We recognize 
that in areas of actual shortages the magnitude 
of the problem is almost insurmountable. We know 
these things because we have the problem close at 
home. 
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The oldest of the Federal Security Agency bu- 
reaus, the Public Health Service, runs twenty-six 
Marine Hospitals, located in all areas of the coun- 
try. It also has responsibility for St. Elizabeth’s 
with over 7100 mentally ill patients, and Freed- 
men’s Hospital for colored patients, both in Wash- 
ington. As you know, there is a Marine Hospital 
in Boston. We have had the same problems that 
you have had, although I am free to say yours 
must be even more acute. 


The Situation in the Nursing Field 


For instance, in the nursing field, we have had 
almost continuously between 100 and 130 vacan- 
cies out of a total staff of about 1000. Almost all 
of the reasons given for difficulty in filling the va- 
cancies boil down to better pay in the Army and 
Navy and in private duty nursing. We are taking 
married nurses and nurses who can work only 
part time in certain restricted localities. All of 
these problems are just like your own. 


The same is true in the attendant and other per- 
sonnel. Loss of male attendants has been particu- 
larly acute. Some of the hospitals have a turn-over 
as high as 90 per cent per month. This is particu- 
larly serious in our hospitals since almost all of 
our patients are male. 


Labor Demand Soon to Exceed the Supply 


You are aware of the fact that in-migration has 
been heavy in many New England communities, 
but even so, labor demand will exceed the supply 
by next November, according to the best expert 
prophesies. How can this net shortage be met 
except by further in-migration? This large in- 
crease in population, causing as it does, acute need 
for additional community facilities such as hos- 
pitals, houses, and transportation, could well make 
us hysterical in relation to our capacity to solve 
the problem. It is imperative that we make con- 
tinuous efforts to do so. Hospitals are faced with 
a problem so serious that it would be folly to 
delude ourselves that it will get easier to solve. 
Hospitals must be prepared to serve more persons 
in many areas with fewer professional and non- 
professional staff members. 


The Manpower Commission’s Efforts to Solve 
the Problem 


Let us now review briefly what efforts have 
been made by the War Manpower Commission to 
help with this problem. First, I think I should 
emphasize that the Chairman of the Commission 
has frequently made it plain that, although it is 
impossible to single out hospital employees as a 
group and plead with them to stand by their posts 
as a war obligation, he has not failed to recognize 
that routine jobs in hospitals are just as essential 
a part of the war effort as many more dramatic 
sounding ones. Having, as he does, responsibility 
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for most of the health and welfare services of the 
Federal Government in addition to his respon- 
sibilities in the War Manpower Commission, he 
could not fail to have before him the importance 
of health and welfare services in the total war 
effort. A realistic evaluation of the elements nec- 
essary to maintain as stable and adequate a labor 
force as possible must take into consideration 
ways and means of maintaining health and med- 
ical services. 


Essential Jobs for Essential Activities 

The Essential Activities Committee of the War 
Manpower Commission has declared hospitals and 
nursing services to be essential activities. This in- 
formation appears in Activity and Occupation Bul- 
letin No. 32, Health and Welfare Services, and has 
been forwarded to all local Selective Service 
Boards and to local employment offices. Within 
this activity certain occupations have been desig- 
nated as essential. 


Two standards must be met before an occupa- 
tion can be shown as “essential.” First, it must re- 
quire a training period of at least six months to 
obtain a reasonable proficiency and second, the oc- 
cupation itself must be necessary to the function- 
ing of the activity concerned. 


I am sure we have discovered by this time that 
professional and scientific occupations in hospitals 
—bacteriologists, physicians, laboratory techni- 
cians—all meet these conditions. The majority of 
occupations which give trouble, however, are not 
the ones requiring six months training but the 
“run of the mill” jobs like custodians, and ward 
aides. This means, of course, that the bulk of the 
nonprofessional jobs cannot be defined as “essen- 
tial” as far as Selective Service is concerned and 
withdrawals here will continue. 


The War Manpower Commission on January 30, 
1943, issued a list of nondeferrable activities and 
occupations. Certain occupations included in this 
list, such as porters in hospitals, are nondeferrable 
without regard to the activity in which they occur. 
Although the vital contribution made by hospital 
services is recognized, the manpower requirements 
of the armed forces and in direct war production 
do not permit physically fit males of military age 
to continue employment in nondeferrable occupa- 
tions. 


The local offices of the Employment Service 
have certain responsibilities for helping hospitals 
with their employment problems. The Employ- 
ment office will give hospitals priority over less 
essential activities in referring workers. 


The Controlled Hiring Policy 


New England should be able to profit consider- 
ably from the development of the controlled hir- 
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ing policy to be carried out in thirty-two areas 
of acute labor shortages. I suppose you know that 
among the areas included are: Bath, Maine; Ports- 
mouth; Springfield; Bridgeport; New Britain; and 
Waterbury. The Executive Order calling for a 48- 
hour work week in these areas should decrease 
the demand for additional workers in some places 
and thereby make the drive for enticing workers 
away from the hospitals less acute. 


Also, in carrying out controlled hiring plans 
and the 48-hour week in New England’s seven 
areas of acute labor shortages, it may be antici- 
pated that labor turnover will be cut down. Hos- 
pitals have been designated by the War Manpower 
Commission as one of the essential activities nec- 
essary to the maintenance of health, and the secur- 
ity of the civilian population, and workers should 
not leave. Regardless of whether or not a par- 
ticular occupation is classified as essential, work- 
ers are urged not to transfer unless the circum- 
stances are considered good grounds for changes 

of employment. 


The following circumstances are illustrative of 
what may be considered good grounds for such 
changes. 


1 When the worker is competent to perform 
higher skilled work than his current em- 
ployer is able or willing to provide; 


2 When the worker is employed for a sub- 
stantial period at less than full time; 


3 When the distance between the worker’s . 
residence and place of employment is un- 
reasonably great (considering the restric- 
tions of the use of gasoline and tires and 
the load of transportation facilities) and the 
place of prospective employment is sub- 
stantially closer or more accessible; 


4 When the worker has compelling personal 
reasons for wishing to change; 


5 When the worker is employed at wages or 
under working conditions substantially less 
favorable than those prevailing in the com- 
munity for the kind of work on which he 
is employed. 

This program should do much to stabilize em- 

ployment in hospitals in labor shortage areas, since 
hospitals are classified as essential. 


Employment of stabilization plans constitute 
the machinery for instituting hiring controls. 
These are developed locally, in accordance with 
local needs, by representatives of labor, manage- 
ment, and the War Manpower Commission. 


Special Drives to Recruit Workers 


Other help which can be secured from the Em- 
ployment Service includes special drives to recruit 
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workers. This is particularly true in recruiting 
women not usually in the labor market who con- 
stitute our largest potential reserve. Intensive re- 
cruitment drives and appeals to women to take 
wartime employment have been made in a number 
of New England areas, especially in the Connecti- 
cut and Massachusetts cities. 


Hospitals will have a hard time competing with 
higher wage rates in industry and will not suc- 
ceed in holding their average workers, much less 
their essential ones, unless they are willing to 
raise wage and salary levels to something ap- 
proaching the community rate for the same ser- 
vice. 


In nearly all communities where the situation 
is critical, full employment exists, therefore, hos- 
pital patients are able to pay for their care and 
the charitable burden is at a minimum. 


Hospital Wage and Salary Scales Should Be on a 
Sustaining Basis 
This is the golden opportunity for our hospitals 
to look closely at their financial structure and to 
organize their wage and salary scales on a sustain- 
ing basis. 


I think it would be a very important contribu- 
tion to the solution of this problem, if hospital 
superintendents and the influential members of 


their boards of trustees would make the acquaint- 


ance of the local Employment Office managers and 
the area directors of the War Manpower Com- 
mission. This would have the dual effect of making 
the Employment Office staff even more aware of 
the hospital problems and difficulties, and would 
also dramatize for the influential supporters of 
the hospital, the hazards that must be overcome to 
maintain a staff; chief among these will be low 
and often sub-standard wages. 


Now that the War Labor Board has given au- 
thority to hospitals to adjust wages at the com- 
munity level for the same work, the responsibility 
rests sharply on the hospitals and those in the 
community who direct their destiny. 


The Potential Labor Pool 
Since hospitals will have a hard time competing 
with these higher wage rates in industry they 
must also take advantage of the second line of 
defense in the potential labor pool. That means 
recruiting workers without discrimination on ac- 
count of race, color, creed, sex or national origin. 
Handicapped persons must be given full consid- 
eration for employment, as well as older workers. 
In many places there are stringencies of full-time 
labor and the full utilization of part-time workers 

will have to be more fully developed. 


Certain hospital tasks might have an appeal to 
younger workers. In many vocational schools 
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throughout New England there are excellent 
courses in beauty parlor work, for instance, to- 
gether with the traditional home economics and 
related courses. I wonder if anyone has thought of 
the possibility of developing in the vocational 
schools courses calculated to entice trade school 
girls into hospital work? For a great many wom- 
en, and particularly to girls growing up, hospitals 
are romantic places. The proper appeal, I am sure, 
would reflect an amazing interest on the part of 
young people in this field of employment. It is 
something to think about. 


Employment Stabilization Effected Through 
Voluntary Channels 


In the absence of national service legislation, 
employment stabilization can only be effected 
through voluntary channels. No employment sta- 
bilization agreement provides for an outright la- 
bor freeze. Experience abroad and in this country 


indicates all too clearly that it is extremely diffi- 
cult to keep a worker in a job in which he does 
not want to stay. Low wages and excessively long 
hours, characteristic of hospital work, are not 
factors conducive to stable employment with bet- 
ter job opportunities available in abundance. 
Working conditions must be improved in such 
institutions where they are poor, or workers will 
find a way to evade the conditions of the stabiliza- 
tion agreement. Under such conditions, turnover 
will continue to be excessive even if workers have 
to leave the area in order to find other employ- 
ment. 


Out of every crisis in history, progress is made. 
In meeting the almost insurmountable obstacles of 
running a hospital today, we who have the respon- 
sibility for this vital community service must find 
a way to overcome these obstacles. In doing so we 
will build more firmly into community confidence 
and enlarge our area of understanding and service. 





Purchase of Hospital Care Under Maternal and Child Health 
and Crippled Children’s Programs 


For the fiscal year beginning July 1, 1943, the 
U. S. Children’s Bureau has recommended to the 
state agencies administering maternal and child 
health and crippled children’s programs approved 
by the Children’s Bureau under the provisions of 
the Social Security Act that hospital care author- 
ized under these programs be purchased at the per 
diem ward cost rate for each hospital for the first 
2 weeks of hospital care and 75 per cent of this 
rate for care of more than 14 days duration (ex- 
cept in states where the hospital rate to be paid 
by public agencies is established by law). The 
Children’s Bureau will not approve the purchase 
of hospital care at rates in excess of the per diem 
ward cost. In connection with the plans for the 
fiscal year 1944, each hospital participating in these 
programs is being asked by the state agencies to 
submit certified copies of its mos{ vecent statement 
of annual operating costs and its per diem ward 
cost calculated in accordance with the methods 
recommended by the Children’s Bureau in a 
memorandum dated July 23, 1942. The per diem 
ward rate will cover all hospital in-patient oper- 
ating costs including all costs of operating room, 
anesthesia, casts, laboratory, x-ray and similar 
services, but will exclude all out-patient costs and 
also all non-hospital expenses such as educational, 
religious, gift-shop, lunch-counter, etc. 


These policies of the Children’s Bureau are of 
considerable interest to hospital administrators 
and accountants as well as public accountants be- 
Cause preparation of the operating statements for 
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the hospitals necessitates maintenance of hospital 
accounts or analysis of hospital expenditures on a 
departmental or purpose basis and because cer- 
tification of the statement by an independent pub- 
lic accountant is required. The classification of 
operating expenses follows in general that rec- 
ommended by the American Hospital Association. 
It is estimated that approximately one thousand 
hospitals in the United States will be required to 
file annual cost statements with the state adminis- 
trative agencies in conforming with these policies. 


Specialists in the field of hospital administration 
are in general agreement that the statement of 
policies by the Children’s Bureau in this connec- 
tion is an important forward step which should 
result in more equitable reimbursement to hospi- 
tals for service provided under the maternal and 
child-health and crippled children’s programs and 
in vastly improved hospital accounting records. 


The Children’s Bureau administers Federal 
grants to the states for maternal and child-health 
services and services for crippled children totaling 
$9,690,000 a year under the provisions of the Social 
Security Act. In addition, state and local funds 
totaling $6,710,000 are included in the state pro- 
grams for these services which are approved by 
the Children’s Bureau. Of the total of more than 
16 millions of dollars expended under these pro- 
grams each year between 4 and 5 millions are 
expended for hospital and convalescent care of 
mothers and children. 
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Training of Interns, Residents and Graduate 
Students in Wartime 


J. H. MEANS, M.D. 


E may start from the premise that war 
WV ext: sacrifice. This applies to medical 

education no less than to any other 
human activity in total war. How may the war 
effort be promoted to the maximum, and at the 
same time how may cultural values be sacrificed 
to a minimum is the problem before us. Medicine 
up to the present has been a learned profession. 
Its progress has been the fruit of productive schol- 
arship. Now it is called upon to help win a war, 
and it must do so unstintingly. The demands im- 
posed upon it by war are twofold, first, to supply 
the necessary trained personnel for the armed 
forces, and second, to solve by research the med- 
ical problems which war creates. In addition there 
are the continuing needs of the civil population 
which still exist even in wartime. 


The Medical Education Speed-up 


To supply the necessary personnel, medical 
schools and hospitals have resorted to the speed- 
up, and have increased the production rate of 
doctors thereby. Medical schools have compressed 
their four year course into three calendar years 
by the simple expedient of squeezing the vaca- 
tions out of the existing curriculum. The course 
they say, however, remains a four year one, but 
the year, if you please, becomes nine months! On 
paper nothing of curricular value is lost, but actu- 
ally, I fear, there will be some deterioration in 
product. Let me read you a letter from Dr. S. O. 
Cowen of Melbourne, Australia written to me last 
June: “Like you, we have shortened our course in 
medicine from six to five years.” (They include 
what we would consider premedical.) “It has been 
done mostly by compression, but with some prun- 
ing, too. I notice that the students at the Finals 
exhibit a certain degree of mental dyspepsia, and it 
has made me realize that during the course they 
need time to browse and ruminate as well as to 
ingest a concentrated mess of knowledge. Never- 
theless, for the present we have got to speed up 
‘production’; but we have already started to plan 
to pick these boys up again and give them another 
internship on their return to civil life.” Our ex- 
perience in the United States I feel sure will be 
similar, and we may well heed what Doctor Cowen 
says of reconstruction. 


Presented before the War Session of the American College of 
Surgeons held at Boston, Massachusetts, March 1943. 
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Meeting the Educational Speed-up in the 
Intern Stage 


The educational speed-up in the intern stage has 
been met, not by compression, but by abbrevia- 
tion. The work of an intern could hardly be com- 
pressed beyond what it was in peacetime. It could 
only be shortened. Less training is given. There- 
fore, that the product is less well trained seems an 
inescapable conclusion. 

The armed forces are requiring for medical offi- 
cers at the present time one year of internship 
(preferably rotating), to begin directly after grad- 
uation from medical school. Since the medical 
schools have forsaken the time interval decreed 
by the calendar, to which nearly all affairs of men 
are tuned, and have adopted instead the period of 
human gestation, and since nine does not go into 
twelve in any convenient way, certain difficulties 
now confront the hospitals. Either they must be 
willing to have twice as many interns for one-half 
the year as they do for the other half, or they must 
shorten the internship still more, namely to nine 
months. If they do the latter they will not be ful- 
filling the requirements of the armed forces. 

Almost all of the larger hospitals while shorten- 
ing their internships have increased the number 
of interns accepted per annum. They have been 
obliged to do this in order to protect their intern 
manpower. Such action by the larger hospitals, 
however, has undoubtedly had the effect of drain- 
ing away interns from the smaller hospitals. 

The larger hospitals which can probably get in- 
terns of some sort under any conditions, can hardly 
adjust to a hundred per cent fluctuation in total 
numbers every six months. Either they will have 
too many for half the year, which imposes a strain 
on housing and the necessity for creating work, or 
they will have too few for half the year and be 
dangerously short-handed. 


The Problem of Overlap 
The problem of this overlap which will occur if 
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the twelve months internship is retained, may be 
solved by farming interns out for periods of three 
months with smaller hospitals, which will be glad 
to have interns part of the time even if they cannot 
get them for all of it. 


What will’ happen to the instruction and train- 
ing of interns under these new circumstances? 
Obviously, less can be taught them in the shorter 
period; less experience will be gained. In peace- 
time the passing on of experience from intern to 
intern and from resident to intern is often of great 
value. Under the abbreviated curriculum much of 
this will be lost. Residents are going to be reduced 
in numbers, and hospital visiting or attending 
staffs are rapidly being depleted of their younger 
able-bodied members. The answer, as I see it, is 
that older men have got to spend much more time 
in wards, out-patient departments and classrooms, 
supplementing the training of interns during the 
accelerated program by a much greater amount of 
personal instruction. 


Postgraduate Training 


On the medical side in the hospital where I serve 
we have doubled the number of interns we take 
per year, and halved the length of their service. 
Thus the intern manpower remains the same, but 
the house staff is less experienced. We have rear- 
ranged our visiting schedules so that physicians 
have fewer beds to visit each day, and, therefore, 
can take the time to go over cases with interns 
and students more thoroughly. Of course to 
achieve this it has been necessary to increase 
greatly the total length of their yearly visiting as- 
signments. In addition we have inaugurated a 
series of weekly conferences for interns, which 
amount to a tutorial course in practical medicine. 


What, it may now be asked, are likely to be the 
immediate and more remote consequences of this 
speed-up in medical education, and how long will 
it be necessary to maintain it? Doctor Cowen has 
pointed out one immediate consequence, namely, 
the turning out by medical schools of graduates 
who have not had sufficient time to think things 
through; to identify the significance of the funda- 
mental principles of medicine. At the intern level 
it can certainly be said that one year of rotating 
internship is not a long enough period in which to 
give a first-class practical training in either med- 
icine or surgery, let alone both. But these are the 
sacrifices that war imposes. It is necessary that 
medical educators, like everyone else, face the 
facts and make the best of them. E. C. Elliott of 
the War Manpower Commission has recently well 
said, “Men of sense and responsibility must assume 
the trying task of arbitrating between those who 
persist in seeing education in peacetime terms and 
the extremists—and believe me, there are many of 
these—who would close all the institutions of 
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higher education for the duration.” I find myself in 
most complete agreement with this statement. 
Both extremes are to be avoided. 


It is incumbent upon medical educators, both 
civilian and military, to search for ways of over- 
coming the defects of wartime medical education 
right now, in such fashion as will not interfere 
with the war effort. This brings us to the matter of 
postgraduate training. In peacetime hospital res- 
idencies were a very important type of postgradu- 
ate training, but these are being sharply curtailed 
and the possibility of retaining able-bodied men 
for several years of training approaches the van- 
ishing point. Women and men unfit for active mili- 
tary duty may continue along a peacetime method 
of progression, but they will constitute only a 
small fraction of all those being trained in med- 
icine or surgery. Indeed it has been stated authori- 
tatively that “all able-bodied male students are 
destined for the armed forces.” 


Graduate training beyond the house staff stage 
seems to be for duration the only possible form of 
supplementary medical education. Such training 
in peacetime, and for civilian doctors, has taken 
several forms. There have been the so-called re- 
fresher courses, also short intensive courses in 
quite specialized fields, and to some extent longer 
courses, six months or a year perhaps, which more 
nearly approach the type of training to be got from 
a residency. The last is probably out of the ques- 
tion for officers on active duty, and there should be 
no civilians available to take them during war- 
time, because doctors not in the Army or Navy 
should be fully occupied in teaching, research or 
in the care of the civil population. 


There is undoubtedly a great opportunity for 
constructive work in the field of graduate training 
for officers. Much is already under way in this di- 
rection. Through the instrumentality of the Na- 
tional Research Council the resources of a large 
number of medical schools have been mobilized 
for use by the Army. Intensive courses for medical 
officers in laboratory methods, Tropical Medicine, 
and various surgical specialties are in full swing 
in many centers. Such a program can undoubtedly 
be expanded. Another approach is graduate train- 
ing in military hospitals, either by competent 
teachers already in service, or by civilian teachers 
loaned by universities. A committee has been ap- 
pointed with representatives from the College of 
Physicians, the College of Surgeons and the Amer- 
ican Medical Association, and with the cooperation 
of the three Surgeons General, to promote this 
type of education. 


Periods of relative inactivity are inevitable in 
wartime. In the case of medical officers advantage 
might be taken of these for medical training. They 
have, as a matter of fact, been used for military 
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training, but there is some danger that while the 
doctor is being made into a soldier, he may deteri- 
orate as a doctor. A surgeon who has not scrubbed 
up for nine months is at least in a state of profes- 
sional discontent—he may suffer from a feeling of 
frustration. This is bad for his morale. There have 
been instances where highly competent physicians 
and surgeons have, through the fortunes of war, 
been kept in professional idleness for long periods. 
At the same time there are many busy military 
hospitals where the services of such men could be 
used to great advantage as teachers. Why can they 
not be so utilized on temporary assignment until 
their units are ordered to a theatre of operation? 
The conversion of station and general hospitals 
into active teaching clinics would elevate the qual- 
ity of professional service, as the presence of teach- 
ing always does, and the teaching medical officers 
would be stimulated instead of being allowed to 
deteriorate professionally. Such use of military 
units for educational purposes might also well turn 
out to confer benefits which would carry over into 
civilian medicine when the war is over. 


The Post-War Period 


The post-war period is not the subject of my dis- 
cussion, but its problems cannot be divorced from 
those of war. If for duration the armed forces are 
going to absorb all able-bodied male graduates in 
medicine (and some females perhaps as well), and 
if duration turns out to be a matter of years, then 
medical care of the civilian population may be- 
come seriously inadequate. For a while the older 
and physically unfit members of the profession 
can care for the more than 120 million civilians 
which will remain even when the armed forces 
reach 12 million. But their numbers will dwindle 
unless replenished in some way. In setting up an 
educational program which involves placing all 
able-bodied male students, both in professional 


schools and in preprofessional training in colleges, 
on active military duty, the military authorities 
evidently entertain the possibility of a long war. 
It involves a change in policy from that of making 
soldiers out of doctors to one of making doctors out 
of soldiers. The man becomes a soldier first; later 
certain soldiers are selected to be made into doc- 
tors or medical officers. 


I would not venture for a moment to question 
the wisdom of this policy. Probably it is necessary 
in order to assure the continuance of adequate 
numbers of students for training in professional 
lines during wartime. I would like, however, to 
voice the opinion that this policy of regimenting 
education should be abandoned immediately the 
war is won. Should it not be, we are likely to lose 
the values for which we are fighting. 


As Sigerist? has pointed out, neither medical 
education nor practice will be the same after the 
war as before. A greater understanding of medico- 
social problems will have to be gained, far more 
instructions in these fields will have to be given 
the student of medicine. 


In closing I would like to suggest that in the 
period of reconstruction we shall have the obliga- 
tion to make good, as far as it is possible, to war- 
time graduates anything in the way of medical 
training which they have lost while rendering 


' military service, also to exploit fully whatever they 


may have gained in experience by such service. 
Finally, reconstruction in medical education 
should not be merely the resumption of what pre- 
vailed before the war, but rather curricula both 
of medical schools and hospitals, should be built 
anew to be suitable to the post-war world. 
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The War Service Emblem for Hospital Employees 


Three hundred and sixty-four hospitals have placed their orders for a total of 87,000 
War Service Emblems for their employees. The initial order for 100,000 emblems was 
placed with the manufacturers who will fill orders of 100 or more direct from Rochester, 
New York and they will start their mailings on April 28. 


Orders for less than 100 will be mailed from the American Hospital Association offices 


in Chicago. 


A second order will be placed with the manufacturers when the present supply is 
exhausted. The interest of hospitals in securing these emblems for their employees 
is remarkable. Hospitals should place their orders without delay to secure prompt 


delivery. 
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Federal Aid for Nursing Education and Student 
War Nursing Reserve 


PEARL McIVER 


meet military and civilian needs. By June 30, 

1944, it is estimated that a total of 372,000 
nurses will be needed; 79,000 for the Army and 
Navy and 293,000 for civilian service. The civilian 
nursing needs are based on ratios which existed in 
1941. Our available graduate nurse supply as esti- 
mated from the 1941 National Inventory of Regis- 
tered Nurses is approximately 181,000. If the num- 
ber of nurses who were graduated since the com- 
pletion of the 1941 Inventory and the number of 
students who are expected to be graduated be- 
tween now and June 30, 1944, are added to the 
estimated number of graduates who were available 
for active duty, we shall have a potential supply 
of 259,000 nurses to meet a need for 372,000. Thus 
it is evident that the needs, by the end of the 
next fiscal year, will exceed our supply by about 
113,000'. 


We have already recalled to active duty many 
nurses who were formerly inactive. It is doubtful 
if we can continue to expect additional numbers 
from that source. Therefore, the solution appears 
to rest upon our ability to expand further our 
schools of nursing and to accelerate the nursing 
curriculum so that the students will be available 
for full-time nursing practice as early as it is con- 
sistent with sound educational policies. 


T mee IS AN INSUFFICIENT number of nurses to 


Present Federal Aid Program 


The present Federal aid program for nursing 
education has been in operation since July 1, 1941. 
The purposes of that program have been: 


1. To establish refresher courses for inac- 
tive graduate nurses. 


2. To provide postgraduate training in 
teaching, supervision, midwifery, psychiatry, 
industrial hygiene and public health. 


—.. 


Presented at War Conference of the Hospital Association of 
€nnsylvania, Philadelphia, Pennsylvania, April 1943. 


Estimates of Supply & Demand of Nurses, Subcommittee on 
Nursing, Revised April 7, 1943. 
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3. To increase the admissions to under- 
graduate or basic schools of nursing. 


Funds have been provided to pay tuition and en- 
trance fees for any needy student and to provide 
maintenance and instructional costs for the addi- 
tional students admitted. The Congress appropri- 
ated $1,800,000 for the fiscal year 1942, and $3,500,- 
000 for the fiscal year 1943. The goals which were 
possible within the limits of those appropriations 
have been reached. To date, about 3700 inactive 
graduate nurses have been given refresher courses 
and 4300 graduate nurses have been given post- 
graduate training. The admissions to the under- 
graduate or basic schools of nursing have increased 
almost 12,000 over the admissions to those same 
schools during the year 1940-1941, which was our 
base-line year (See Table I). 


The present student nurse program was based on 
the incentive principle; that is, payments were 
made only when the school could show an increase 
in the number of students admitted. This policy 
has worked a real handicap on some of the more 
progressive schools which increased their admis- 
sions in 1940-1941 without Federal aid. As the 
competition for womanpower increases, enroll- 
ments are likely to decrease, and in that case the 
present plan would become inoperable in a con- 
siderable number of excellent schools of nursing. 


Recruitment of students for our schools of nurs- 
ing is becoming more difficult because: 


1. The uniformed auxiliary services of the 
Army, Navy, Marine Corps and Coast Guard 
are recruiting young women from the same 
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schools and colleges which usually supplied 
our nursing schools. 


2. There are between fourteen and sixteen 
million women already employed in war and 
non-war industries and the financial renu- 
meration is very attractive. 


3. By the close of 1943, the war industries 
will need between two and two and a half mil- 
lion more women; and an additional million 
women will be needed in non-war industries. 
There is a limit to the number of young women 
available to meet these needs. 


4. Practically every other military or war 
industry program for women provides a salary 
during the learning period. While a limited 
amount of money has been available for tui- 


sequently, numerous conference groups of nurse 
educators, nursing and hospital administrators 
were called together and a plan was finally agreed 
upon by these several groups. The bill? now pend- 
ing in the Congress is designed to authorize an 
appropriation sufficient to meet the costs of the 
plan. To carry out the purposes of the plan it is 
recommended: 

1. That there be established by the U. S. 
Public Health Service a “Student War Nursing 
Reserve” in order to assure a supply of nurses 
for the Army and Navy, for other govern- 
mental and civilian hospitals and health 
agencies, and for the war industries. 


2. That student nurses enrolled since Janu- 
ary 1, 1941, and hereafter enrolled in approved 
schools of nursing, which are willing to par- 


tion, the majority of nursing students have 
had to make a considerable cash outlay in ad- 
dition to strenuous hours of nursing service 
during their training period. 


ticipate, be eligible for membership in the 
“Student War Nursing Reserve.” 


’ 3. That members of the reserve agree to 
make their services available—after a train- 
ing period of 24-30 months—to the military 
forces, to other Federal agencies, and civilian 
nursing services as needed, for the duration of 
the war and six months thereafter. 


4. That the members be classified in three 
grades—“Junior Grade,” “Senior Grade” and 
“Cadet”—be authorized to wear a distinctive 
insignia and uniform and be paid a monthly 
stipend while in training. 


The National Nursing Council for War Service 
set as a goal for this fiscal year 55,000 student nurse 
admissions. We fell short of that goal by six thou- 
sand in spite of a very active recruitment cam- 
paign and excellent publicity through the custom- 
ary media—press, magazines and radio. Nursing 
schools, which previously had not admitted spring 
classes, were urged to do so this year; but in spite 
of the additional classes this spring, the 1943 spring 
admissions were only slightly more than those of 
1942, and last fall’s admissions (if the special sum- 
mer classes are excluded) were considerably below 
the admissions for the fall of 1941. 


If these recommendations are carried out, it is 
believed that the plan will: 


1. Aid in the recruitment of well qualified 
young women for schools of nursing by giving 


Early last winter, hospital and nursing school ad- nia ie 
governmental recognition to the contribution 


ministrators realized that a new approach to stu- 
dent nurse recruitment must be developed if the 
nursing needs of the country were to be met. Con- 


2H. R. 2326—Introduced by Representative Bolton of Ohio, March 
*. ary ie oe by Senator Bailey of North Carolina, 
pril 9, ; 


TABLE I 


ANTICIPATED AND ACTUAL ADMISSIONS TO SCHOOLS RECEIVING FEDERAL 
AID FOR NURSING EDUCATION PROGRAMS BY YEARS 
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1942 
1942 Deficiency 1943 Total 
Appropriation 








ADMISSIONS ADMISSIONS ADMISSIONS ADMISSIONS 








Type of 


Program Actual 


Anticipated Actual Anticipated Actual Anticipated Actual Anticipated 








Refresher 3,000 2,160 140 3,200 1,362 6,200 3,662 


Basic 3,000 2,487 3,755 5,000 5,669 11,800 11,911* 


Post- 


graduate 1,000 1,296 910 1,250 2,116 4,259 4,322 





es 19,895 























Students 7,000 5,943 4,805 9,450 9,147 22,259 








*Increase over 1940 
As of February 1, 1943 
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made by student nurses to the war effort and 
by assuring the students sufficient funds to 
care for personal expenses as well as for tui- 
tion, maintenance and other fees. 


2. Make possible the further expansion of 
schools of nursing by providing increased 
clinical facilities in existing governmental and 
civilian hospitals not now operating schools 
of nursing. 


3. Increase the availability of nursing serv- 
ices by providing a pool of “cadet nurses” 
(third year students) to replace the large 
number of general staff nurses who have gone 
or will go to war. 


4. Help meet the housing shortage which is 
one of the most serious handicaps to a further 
expansion of our schools of nursing, by en- 
abling the third-year students to vacate dor- 
mitory facilities. 


Any school of nursing which meets the require- 
ments outlined in the Regulations of the Surgeon 
General, Training for Nurses (national defense), 
may participate in the plan, provided the curricu- 
lum of that school is adjusted in accordance with 
the suggestions for acceleration made by the Sub- 
committee on Nursing of the Health and Medical 
Committee, Office of Defense Health and Welfare 
Services, and the National Nursing Council for 
War Service. The hospitals and agencies to which 
the “cadet nurses” are assigned must provide super- 
vised experience acceptable to the school of nurs- 
ing and the State Board of Nurse Examiners. As- 
signment of students during the “cadet” period 
shall be made by the school in accordance with 
minimum standards as established by the appro- 
priate governmental agency. Schools adopting 
either of the suggested plans for acceleration (or 
modifications of these plans which are acceptable 
to the Public Health Service) will retain authority 
for the selection, promotion and graduation of stu- 
dents according to their own policies. 


Any student who enrolled in one of these schools 
after January 1, 1941, may elect to become a mem- 
ber of the Student War Nursing Reserve. Each 
student must agree to serve wherever needed for 
the duration of the war and six months thereafter. 
To be eligible for membership each student must 
be physically fit and must maintain a satisfactory 
scholastic standing throughout the program. As 
evidence that she is in training for national service, 
She shall wear a distinctive street uniform with 
appropriate insignia during the period of training. 
The insignia will also be worn on the left sleeve 
of the indoor uniform. Membership in the Student 
War Nursing Reserve shall be voluntary. It is con- 
ceivable that every eligible student might elect to 
become a member. 
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Upon completion of the training period and reg- 
istration in their respective states, the nurses either 
will enter the armed forces with the full rank and 
pay of a second lieutenant or ensign, or will be 
assigned by the appropriate government agency to 
other governmental or civilian nursing services es- 
sential to the war effort. 


Financial Aid to Be Provided 


The advisory committees which were concerned 
with the development of this plan recommended 
that the total cost per student to the Federal Gov- 
ernment for the entire period of training should 
not exceed $1250. The payments suggested are as 
follows: 


1. Stipends for all students who elect to become 
members of the reserve for the first twenty-four 
or thirty months. The rate per month for the first 
nine months is fifteen dollars and the rate for the 
remainder of the period up to twenty-four or thirty 
months is twenty dollars per month. The Federal 
Government would provide the funds for these 
stipends. After the student completes her theory 
and required practice (24 to 30 months), she be- 
comes a cadet nurse. During the cadet period she 
receives a stipend of thirty dollars per month from 
the institution to which she is assigned for super- 
vised experience. ; 


2. Funds to reimburse the schools for tuition, 
entrance fees and outdoor uniforms will be pro- 
vided up to but not exceeding the proportionate 
amount of the total Federal allotment per student. 
(The ceiling per student is not to exceed $1250.) 


3. The schools (or hospitals) will be reimbursed 
for maintenance of all students who are members 
of the reserve for the first nine months of the train- 
ing period. Following that period, the institution 
to which the student is assigned for experience 
shall provide maintenance or, in the case of cadet 
nurses, either provide maintenance or pay a suf- 
ficient amount to the cadet so she may live outside 
the dormitories. Schools which have limited hous- 
ing facilities are urged to provide living quarters 
outside the regular student dormitories for the 
cadet nurses. 


Postgraduate Programs 


The pending nurse training bill authorizes the 
continuance of the postgraduate programs of study 
as well as the undergraduate programs. This is a 
wise provision because: 


1. Increasing the enrollment in schools of 
nursing and accelerating the teaching pro- 
gram will require many more and better quali- 
fied nurse instructors and supervisors. 


2. The great increase in mental casualties 
calls for better preparation of nurses in the 
field of mental hygiene and psychiatric nurs- 















ing. This experience can be provided for stu- The several laws. require the Surgeon General to 
































dents largely through affiliations with psy- prepare regulations governing the allotment and 
chiatric institutions. The offering of such payment of funds. But it has always been the 
affiliations requires greater numbers of nurs- policy of the Surgeon General to call together rep- 
ing instructors and supervisors who are well resentatives of the agencies which are to receive 
versed in the field of psychiatry. grants and to work out plans and regulations which 
3. The present scarcity of medical service, will be most helpful in accomplishing the purposes 
especially in many isolated rural areas, makes of the legislation. The fundamental policy of the 
a demand for greater numbers of trained Public Health Service has always been to delegate 
nurse-midwives. full responsibility to the state or local operating 
agencies for the development of the programs for 


4. The rapidly expanding war industries 
requires increasing numbers of nurses to carry 
out an effective industrial hygiene program. 


which federal funds have been appropriated. The ‘ 
same policy has obtained in the nurse training pro- 
: gram. The Subcommittee on Nursing of the Health 
Public Health Service Policy with Regard to and Medical Committee, Office of Defense Health 











Grants-In-Aid and Welfare Services, together with three addi- ' 
For a number of years, the Public Health Service tional nursing educators, has served as an advisory : 
has administered grants-in-aid to state agencies committee to the Public Health Service. All plans } 
and institutions for the promotion of necessary for the utilization of the funds, including the prepa- : 
health work. Funds have been appropriated for ration of the regulations, are reviewed and ap- I 
general health work under authority of Title VI proved by that group before formal action is taken . 
of the Social Security Act; special grants-in-aid for by the Surgeon General. If the pending legislation k 
venereal disease control and for cancer research in is passed, the Surgeon General will again look to c 
addition to the grants for nursing education, have a representative group of nursing educators and G 
been made over a number of years. The Public administrators to guide in the preparation of the 

Health Service acts as the administrative agency regulations and in the administration of the pro- ‘ 
but in no program has it dictated local policies. gram. re 
a 
+ t! 
,; a 
Annual Convention of the Catholic y 
Hospital Association of the United : 
States and Canada h 
The annual convention of the Catholic Hospital p 
Association of the United States and Canada will 0 
be held at the William Penn Hotel, Pittsburgh, n 

Pennsylvania, June 11-14, inclusive, under the 

patronage of His Excellency, the Most Reverend 
Hugh C. Boyle, D.D., Bishop of Pittsburgh. This ql 
will be a Wartime Conference of the Association. fi 
Participating in the program will be many of a 
the high ranking officials of the Army, Navy, and ol 
the United States Public Health Service, as well th 
as several of the Governmental department heads. is 
The president of the Catholic Hospital Associa- T 

tion, Reverend Alphonse M. Schwitalla, S.J., has 

arranged an interesting and important program 
for the conference. A large attendance of Catholic ss 
Sisters, representing hospitals in the United States Ie 

and the Dominion of Canada, as well as other hos- 
pital administrators, is anticipated. ” 
Ww 
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Aviation Medicine 


DAVID N. W. GRANT, Brigadier-General, A. U. S. Air Surgeon 


Air Force, involves the practice of a special- 

ized branch of preventive medicine which we 
call aviation medicine. On analysis, this specialty 
of aviation medicine is found to consist of no 
single specialty, but of many specialties. Thus, the 
doctor who specializes in aviation medicine must 
be well versed in ophthalmology, cardiology, phy- 
siology, internal medicine, surgery, psychiatry and 
psychology. In fact, it is bringing back into this 
country what used to be known as the “family 
doctor,” and making a specialist out of him. 


iE MEpIcaL Service for the Air Forces, or any 


One might well ask the question, “How does a 
sick aviator differ from any other sick person?” 
Generally, there is no difference. A broken leg is 
a broken leg, regardless of occupation, and the 
treatment is the same, but an aviator practically 
always encounters a mental condition, call it what 
you will, which requires just as much treatment as 
the leg, and which must receive the proper treat- 
ment, if the individual is to be returned to the 
hazards of flying. There is, however, a very grave 
problem in connection with the effect of emotions 
of the aviator. That effect is due to the stresses, 
mental stresses, which he undergoes. 


We cannot get away from the fact that from 
the minute an aviator gets off the ground on his 
first flight, a feeling of fear, the fear of death, is 
always present, either consciously or subconsci- 
ously. In that connection, I might well mention 
that anyone who says that he does not feel fear 
is either abnormal or he is not speaking the truth. 
They all experience it. 


The Problem of Selecting Aviators 


Our problem is to select the boys able to take 
care of airplanes and materiel which requires a 
long time to obtain. These boys must be able to 
stand the mental strain connected with flying 
high-powered machinery through an environment 
which, after all, the Lord did not intend us to go 
into—if He had He would have put wings on us. 


I might mention just a few of those problems. 
It is a problem of lowered barometric pressure 
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which results in lack of oxygen. It is a result 
caused by quick turns at terrific speeds; it is a 
result caused by very high altitudes, which re- 
leases gases in the blood stream, and which is 
called aeroembolism; it is the same as the “bends” 
experienced by divers on exposure to normal at- 
mospheric pressure. 

Such extraordinary experiences react against 
the emotions of individuals in the air, and cause 
certain diseases which will not make themselves 
apparent to the man on the ground but affect the 
man in the air. To use a simple example, an or- 
dinary sinus infection on the ground will not in- 
capacitate a man; in the air, it becomes a very 
serious incapacity. 

There is the problem of diet and the formation 
of gases, caused by lowered barometric pressure. 
We have to be very careful about diet, to see that 
these boys do not eat two or three hours prior to 
flight; and, of course, there is an indirect effect of 
gas in sinuses and ears, where infections exist. It 
is those problems that do not appear on the ground 
that immediately become manifest when a man 
gets in the air. 


Aviation Medicine in Terms of Preventive 
Medicine 

So, in speaking of aviation medicine, let us 
think of it in terms of preventive medicine. This 
resolves itself into two primary functions of avia- 
tion medicine: first, there is the selection of the 
man who is to fly; and, second, his maintenance 
after he has been selected. What manner of man 
is the aviator? Certainly, he is not the superman 
we read about so often. That superman is all 
“bunk.” We want the average, normal, young in- 
dividual who has an aptitude for flying; we want 
the average man normal in his physical and mental 
capacities. In selecting these boys, we have to be 
very sure that basic, nervous stability is such that 
he can withstand the strains and stresses of the 
emotional side of flying. 


We have to look out for the so-called pilot fa- 
tigue or “staleness.” When that occurs we can look 
for crashes. Fatigue and staleness cause poor judg- 
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ment, and the crash. It is absolutely worthless to 
take a man and train him if he cannot undertake 
the maximum of effort—average maximum of ef- 
fort. It takes approximately 18 months to train a 
military aviator. We cannot waste either time or 
men. We have to have the basic material to start 
with and then conserve it. That is why our phys- 
ical and mental requirements reach such high 
standards in the Air Forces. 


Aviation Is a Science—Its Interpretation an Art 


We all know of many people who are taking 
up flying, but when you look at aviation in the 
sense of a science and interpret it as an art, I 
think you will get a better idea of our require- 
ments. We know we can teach everybody to fly; 
however, we know that when we get through with 
a group of students 50 per cent of the group are 
not flyers. We have all had the experience of hav- 
ing children who have been given repeated music 
lessons, brought before us by some foreign parents. 
They played the piano, but everything they played, 
regardless of whether it was “The Star Spangled 
Banner,” or “Nearer My God To Thee,” sounded 
like Tchaikovsky. Now, flying is the same way. 
You have to consider flying as an art. Some men 
are blessed with the aptitude for flying, and so in 
making a selection we look for that aptitude. 


Briefly, we are now selecting boys on the basis 
of intelligence rather than education. Education 
does not mean intelligence. We then try to classify 
the boys on the basis of the job they can do. 
Whether they are to become pilots, bombardiers, 
navigators, or gunners, we try to place the man 
in the position for which he is best fitted. If the 
boys are misplaced it means their death. 


Pilot Fatigue 


After we have selected the boys, we have to 
maintain them, and what does that mean? We 
are continually being on the alert to observe the 
changes, so that it becomes apparent to us when 
a boy is getting too much flying. You can get pilot 
fatigue on the ground, as well as in the air. On my 
trip to England, there were certain squadrons in 
zones and “spot” sections. Those boys had to have 
rest much sooner than the boys in the outlying 
districts because they were on the alert, in an 
airplane, or waiting for the telephone to ring say- 
ing that the enemy was coming. The emotional 
strain builds up, and I have known cases in this 
country where men have not been off the ground, 
yet they develop this so-called pilot fatigue. We 
try to catch up with such cases before they get to 
the stage where hospitalization is required. 


The Question of Oxygen 


It is the responsibility of the medical depart- 
ment that we see that there is always sufficient 
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oxygen equipment at hand. That appears to be 
simple, but as the aviator goes up farther and 
farther he is required to live on 100 per cent oxy- 
gen. There is a certain amount of water content in 
that oxygen at temperatures up to 60 or 65 degrees, 
and water will freeze in oxygen. It is our job to 
protect them on that, another preventive means. 


Prevention in our work involves placing of in- 
struments and arranging the set to make sure that 
certain objects are not in front. If aviators crash, 
they will fall forward and not hit their heads 
against an object that should be somewhere else 
in the ship. That is what I mean by preventive 
medicine in aviation. When we get a boy who is 
sick—pneumonia, crash, or what-have-you—we al- 
ways have that mental side to treat along with the 
disease, because he has had this emotional strain 
building up ever since he has been flying. It is 
quite a problem and a different problem from what 
we find in the ground forces. 


Aviation Hospitals 


Our hospitals are mostly small hospitals. I speak 
of small hospitals from anything up to 700 or 800 
beds. We have them up to 2000 beds. I cannot tell 
you the exact number of beds we have because I 
am limited, but there is quite a number, I can 
assure you. We have any number of small hos- 
pitals, 10, 25, 50 or 100 bed capacity, and we try 
to staff those hospitals with competent specialists 
—internal medicine, radiologists, psychiatrists, and 
so on. In our training programs we try to take 
those specialists and make doctors out of them. 
We take the doctors who are to serve with the Air 
Force Troops and give them a course in aviation 
medicine. In that course they are given a complete 
postgraduate course in psychology, psychiatry, 
ophthalmology, physiology. 


One problem we have is that you cannot just 
give a man an oxygen mask, tell him to breathe 
into it and get him back to earth. It is the respon- 
sibility of the Medical Surgeons of the Air Forces 
to instruct every man going into the air in the use 
of the oxygen mask. Talking in terms of 4 or 5 
hundred thousand, you can imagine what a prob- 
lem it is. 


Vision at Different Altitudes 


Another problem in which we are vitally con- 
cerned, is that of vision. It all ties in together. We 
know, for example, a man on the ground has a cer- 
tain vision. We know at four thousand feet that 
vision falls in sufficient degree to be recognized 
and measured. That is the reason many men need 
to use oxygen in night work. There are a certain 
number of men who cannot see under any condi- 
tion. So there are hundreds of thousands of those 
men we have to check as a preventive means. Our 
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research program, of course, is taking care of all 
these problems. 


Protecting Our Aviators 


We are continually working on problems of pro- 
tecting these boys. We have two very special 
problems and responsibilities. We have the respon- 
sibility to the Government, of course, but we have 
just as great a responsibility to the parents of 
these boys. We like to feel that we can assure those 
parents that their boy is not being placed in a job 
for which he is not fitted. When he is placed, he is 
being cared for, and I think we are doing a pretty 
good job. We want to get that across to the parents, 
that we are not going to let the boy fly if he has 
not the ability to do it. 


As far as the Medical Services of the Air Forces 
are concerned, I would like to say this: The Med- 
ical Services of the Air Forces belong to the Med- 
ical Services of the Army. The Surgeon General 
is charged, by Executive Order, with the health 
of the Army. He decentralizes in the Air Forces 
the specialized medicine which goes with aviation. 
That is the reason that you find it spoken of as 
Medical Service to the Air Forces. It is really a 
decentralized Medical Service from the Surgeon 
General. 


I think it is very fitting that we make an appeal 


to the membership and friends of the American 
Hospital Association at this time. We realize that 
in your hospitals and under your administration 
and professional control, nurses are trained, young 
doctors receive their internships and residencies, 
that you train technicians, dieticians and pharma- 
cists, and so on. The ability of the hospital to train 
hospital workers, and the contribution being made 
by your graduates at the present time and for 
the future war effort is fully recognized by those 
of us charged with the administration of a large 
diversified medical service in the Armed Forces. 


I, personally, wish to offer my thanks for the 
resources of the American and Canadian hospitals, 
and I wish to take this opportunity to express the 
appreciation of the Army Air Forces for the con- 
tributions which this Association, through its hos- 
pitals, is making, not only to help suffering hu- 
manity, but your very large contribution to the 
war effort. It is only through men obtained from 
you that we are able to carry on. From personal 
observation at the various stations, I can say, 
without reservation and without exception, that 
the training that has been given to the American 
doctor and technicians throughout the United 
States and Canada, today, cannot be surpassed 
anywhere. We are getting excellent men, and it 
all reflects back through this Association toward 
your hospitals. 





Additional Hours of Nursing Service 


It may be of interest to some other institutions 
to learn how in two and one-half months we pro- 
cured an additional 951 hours of nursing service 
at the Wesson Memorial Hospital, Springfield, 
Massachusetts. 


Unfortunately, the Wesson Memorial Hospital 
closed its training school four years ago, and since 
that time has been entirely dependent upon grad- 
uate nursing service. Like all other hospitals we 
have been hit by the nursing shortage, our regular 
nursing staff being reduced by 40 per cent. 


In consultation with the executives of the 
Nurses’ Alumnae, I suggested to them that a plan 
be drawn up whereby we might procure the 
services of the graduates who had been doing pri- 
vate duty work exclusively. A plan was worked 
out, with the approval of the Alumnae, whereby 
it became obligatory on the part of any private 
duty nurse, serving on a case in the hospital, to 
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give two 8-hour nursing periods per month on 
general duty. 


There was very little opposition to the suggest- 
ed plan, and on and after January 15, 1943, it be- 
came necessary for a special duty nurse, in sign- 
ing off her case, to register with the nursing office 
for general duty; the time on which the general 
duty service was to be given to be arranged by the 
superintendent of nurses. 

As a result of this, from January 15 until March 
31, a total of 42 private duty nurses have regis- 
tered, and of these 35 have given their required 
time, which amounted to a total of 951 hours, 
which the hospital paid for at the regular general 
duty nursing rate. We now have seven names still 
on the register, subject to call for general duty 
as required. ; 

J. M. Duntop, Superintendent, 
Wesson Memorial Hospital, 
Springfield, Massachusetts. 





Post-War Construction of Hospitals 


ISADORE ROSENFIELD 


ITH each item of news from the battle 
WV xe one can sense the rising tide of 

popular clamour for a better post-war 
world. There seems to be a determination that this 
time democracy shall be implemented by construc- 
tive measures in all departments of human need. 
Among these is the cry for better health care, and 
hospitals are an indispensable instrument of such 
care. 


Already there is evidence that city, state, and 
Federal agencies are thinking, studying, and pre- 
paring for the post-war activity. In New York City 
alone the immediate post-war construction pro- 
gram is estimated at close to $679,000,000, of which 
the share for the Departments of Health and Hos- 
pitals amounts to about $84,770,000. The cost of 
studying the various projects and the preparation 
of the plans and specifications, to be ready for im- 
mediate construction the moment the war is over, 
amounts to over $23,626,000. The above total figure 
for New York City does not include the contem- 
plated expenditures for housing, the various sepa- 
rate “authorities,” nor state nor Federal projects 
that would be built in the New York City area. But 
even without these, if the entire nation were to 
spend in proportion, the sum would be $12,610,000,- 
000, and the sum for health centers and hospital 
projects about $1,574,000,000. 


Of course this is mere speculation, but it does 
give some conception of the magnitude of things to 
come. On the other hand, these sums do not reflect 
the entire need. They account only for such proj- 
ects for which construction can be started at once. 
All large works can be done only in stages. If the 
same tempo of construction were to be maintained 
over a period of say five years during which might 
be accomplished all that is seen as the need today, 
then the sums above mentioned might easily be 
doubled or trebled. 


Program Needed 


Large public works were carried out to a con- 
siderable extent with Federal assistance as a 
sequel to our late catastrophic depression. Al- 
though the sums spent were huge, the planning 
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period was almost nil. There was no planning until 
the day Congress passed the enabling legislation. 
Then there was a mad rush to concoct “programs.” 
The only reason the resultant white elephants 
were few was because the need was so great that 
almost any suggestion, however badly aimed, could 
hit the mark of human need. Nevertheless, some 
funds were not wisely spent. There is no excuse 
for waste, particularly when the need is so great. 
The scrutiny which the Federal Government ap- 
plied to the requests by the various communities 
was most superficial in character. In fact, the Fed- 
eral agency did not possess the standards and 
criteria by which to evaluate the need for the vari- 
ous projects. Likewise, the agencies making the 
requests generally did not possess the knowledge 
on which to base intelligent requests. 


Unless the Federal Government, the various po- 
litical subdivisions and communities cooperate in 
setting up criteria and standards, there is apt to be 
waste and chaos. Planning as a democratic process 
requires an objective attitude on the part of those 
who make the request, as well as on the part of 
those who have the power to pass upon them. 
Chaos may result from lack of knowledge, avari- 
cious grabbing for as much as may be got, or from 
a desire to build one’s self a monument out of 
proportion to the needs of the community. 


An interesting example of this was the experi- 
ence with the Lanham Act. The Act was created to 
provide needed social services to communities 
swamped by a sudden influx of war workers. As 
far as hospitals are concerned, the impression 
seems to be that the plans presented with the ap- 
plications were frequently out of balance with the 
needs. Thus, whereas the funds were intended to 
benefit the working people, many of the plans 
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showed a large proportion of private and semi- 
private accommodations and comparatively few 
wards suitable for wage earners. On the face of it, 
it looked as though some elements in the com- 
munity sought to use the Lanham Act as a means 
of building up private facilities. In any case, prior- 
ities on building materials nullified the construc- 
tion of permanent, monumental hospitals, the kind 
most applicants wanted to build with Lanham Act 
funds. 


Cooperative Federal Direction Needed 


Merely listing of projects is not planning. We 
have little experience in peacetime planning in 
this country. Our wartime experience should be of 
tremendous value if properly utilized. We already 
learned from the PWA and WPA days that if there 
is to be reconstruction on a large scale, it could 
only be done with Federal aid and under Federal 
coordination. If the post-war effort is to be larger 
than anything we have had, and if it is going to be 
a planned effort, then it will be necessary for the 
Federal Government to assume leadership and 
work with and guide local communities. At least, 
in the immediate post-war reconstruction, the 
problems of manpower and material allocations 
will persist. This definitely is a problem that could 
only be handled federally. 


In the case of hospitals it raay be suggested that 
it be left to local communities to make their own 
estimates of need, but there are many communities 
which do not have the least idea of how to go 
about it. Communities would differ widely in their 
point of view. This might result in discrimination 
as between economic strata or ethnic groups. 
Clearly, it would seem that the Government would 
have to prepare questionnaires designed to bring 
out the pertinent facts. The Government would 
have to plot out the findings of conditions so as to 
determine the need and the relative need. 


Evaluation is possible only in terms of pre- 
established standards and norms. This in itself is 
a very difficult matter because there are no ad- 
equate standards and a process is yet to be devel- 
oped which would furnish a reasonable and safe 
approach to the problem of allocation. 


The 4.5 Beds Per Thousand Standard 


Five general hospital beds per thousand of pop- 
ulation have been frequently spoken of as a proper 
standard of hospitalization. Recently, the Federal 
Government, presumably for purposes of the Lan- 
ham Act, reduced this to 4.5. 


A little reflection on the matter shows this stand- 
ard to be extremely crude and therefore mean- 
ingless. 


Hospitalization as a health measure can hardly 
be considered apart from all other health measures 
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and living standards. A well educated community 
free from fear and want might need less hospital- 
ization than a community that lives in fear, want, 
and ignorance. A community which has a thor- 
ough-going program of preventative medicine and 
post-acute hospital care will need fewer beds than 
one which has little or nothing before or after 
hospitalization. 


All of our hospital literature speaks of so many 
beds per thousand as if these beds were equally 
available to every member of the community. A 
moment’s reflection will show this assumption to 
be lacking in realism. In the average well-to-do 
American community a relatively small percent- 
age of the population can afford to pay for hospi- 
talization and the beds available to them at a price 
in the form of private and semi-private accom- 
modations are in excess of 4.5 per thousand. The 
percentage of idle beds in the private room cat- 
egory is particularly noteworthy. It is usually 40 
per cent, which means that out of every ten beds 
provided for those able to pay, six are occupied 
and four are standing idle. With those unable to 
pay the beds available are frequently considerably 
below 4.5 and the occupancy very high. In many 
parts of the country, notably in the south, the 
situation is much worse. 


There are in Manhattan 9.4 beds per thousand of 
Manhattan population, but a good proportion of 
these beds are for the well-to-do who come to this 
hospital center from great distances while the mu- 
nicipal hospitals in Manhattan like Bellevue and 
Harlem have an average occupancy of 102.8 per 
cent and 101.1 per cent respectively. One of the 
communities adjoining Manhattan has 1.8 beds per 
thousand, but after the pay-beds are subtracted, 
the population who cannot pay have left to them 
1.1 beds per thousand. 


In short, under our economic system, it is idle 
to talk of beds per thousand for the community as 
a whole. The well-to-do are able to care for them- 
selves. The middle-income groups may be percep- 
tibly helped by the Blue Cross plans, if properly 
developed, but the great masses of the people must 
be specifically provided for after accounting for 
the beds that exist exclusively for those who can 
pay. This attitude which is correct and realistic 
should result in the creation of a new and realistic 
standard of beds needed by the community. 


Other Factors 


There are other factors that influence the stand- 
ard of beds per thousand of population. One of 
them is the problem of home medical and nursing 
care. Undoubtedly, adequate provision of such care 
should reduce the pressure on hospitals consid- 
erably, and a study of this question is yet to be 
made. Another is the development of adequate 
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out-patient clinics and health centers where proper 
advice or minor medication could frequently save 
a patient from hospitalization. The lack of pro- 
visions for the care of chronics either at home or 
in institutions causes the crowding of municipal 
hospitals, and to some extent, the free wards in 
voluntary hospitals. This is uneconomical and un- 
just to the acute patient who cannot obtain a bed 
in the hospital because it is occupied by a chronic. 
The average occupancy of a bed by an “acute” 
patient is 12 days, while that of a chronic is three 
months. A recent survey of chronics in municipal 
general hospitals in the City of New York shows 
that 25 per cent of the beds are so occupied. Ex- 
perience shows that it costs a good deal less per 
patient-day to care for an active chronic in an in- 
stitution specially designed for him than it does 
to take care of him in a general hospital. It costs 
still less to take care of a custodial chronic in an 
institution especially designed for him. 

The inadequacies in provisions for convalescent 
care is still another factor that taxes the general 
hospital. When there is a shortage of beds, there is 
a tendency to discharge patients too soon in the 
hope that their home conditions are favorable to 
their recovery. Often the patient insists on being 
discharged because he must return to his function 
as a provider. If the patient stays on, he occupies 
a bed needed by an acute patient. In a convalescent 
home, the convalescent patient would be happier; 
he would recover faster; he would release a bed 
to somone needing it more than he does; he would 
be provided for at a far lesser cost than in a gen- 
eral hospital. 


If we should assume that 4.5 per thousand was 
correct for those unable to pay, it may prove to be 
excessive for communities having home care, out- 
patient clinics, chronic and convalescent institu- 
tions and not enough for communities not having 
these facilities. 


Demand for Hospital Beds 


The Social Security Act if made adequate in its 
provisions should be ultimately a factor in the 


reduction in the demand for hospital beds, but at 
the beginning, it should be expected to stimulate 
that demand. How are we going to satisfy this 
demand? 


As stated above, ample provision has been made 
for the well-to-do. In communities where Blue 
Cross plans are well developed, the semi-private 
facilities are already frequently overcrowded. 
Those unable to pay either go to already over- 
crowded wards or “do without.” The man who now 
“does without” will demand a bed for his money 
under the Social Security Act, and the man who is 
now reposing in a hospital corridor will demand a 
decent ward in which to be sick. Obviously, the 
private accommodations are not going to be made 
available to Social Security patients, and in any 
case, the vacant beds in the upper brackets are 
numerically insignificant by comparison with the 
need. 


This country now has about 3.7 general hospital 
beds per thousand. If one-fifth of the population 
has at the rate of 5 or 5% beds per thousand, then 
108,000,000 of our people have 3.37. If the 4.5 stand- 
ard means anything we are 122,000 beds short and 
the cost of supplying the deficit would be $600,- 
000,000 to a billion dollars.* 


Will the Act be so phrased as to permit construc- 
tion of new hospitals out of Social Security funds, 
or will construction costs be met under a separate 
Act similar to the PWA? It is to be hoped that this 
question is not going to be met by ignoring it. 
Whoever provides the funds, are we going to build 
general hospitals only, or are we going to be en- 
couraged to build up systems of health education, 
out-patient clinics, home care, chronic and con- 
valescent care? 


The above is a brief and sketchy discussion in 
the hope that it may lead to further thought, ex- 
ploration and crystallization of a clear-cut plan. 


*This sum does not take into consideration the cost of replacing 
hospitals that are obsolete, nor the cost of building health centers, 
out-patient clinics, chronic disease hospitals, and convalescent 
homes. As an example, the City of New York spent many millions 
of dollars in hospital construction in the last seven years, but the 
beds gained were not in proportion to the millions spent because 
a good deal of the money had to be employed to replace obsolete 
buildings and to provide out-patient and other services in which 
the hospital system was lacking. 





* 


Another Impostor 


was received from the Topps Garment Manufac- 
turing Corporation of Rochester, Indiana, succes- 
sors of the Ben Dove Garment Company, advising 
that Mr. Gillespe was not connected with their 
firm and that they have received numerous com- 
plaints in the past about defrauding people. 


E. A. Hellewege, business manager of Brandon 
Hospital, Poplar Bluff, Missouri, has notified us 
that a man representing himself as J. S. Gillespe 
of the Ben Dove Garment Company called on the 
hospital and sold some uniforms to several nurses. 
He required a deposit, which they made, but after 
waiting a reasonable length of time the uniforms 
did not arrive. A letter was sent to the garment 
company in question, in reply to which a report 
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From the description given, this man must be 
about fifty-five years old, about six foot tall and 
very slim. 
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Civilian Physicians in OCD-USPHS 


Affiliated Units To Give Army Temporary 


Local Assistance 


being organized by selected hospitals and 

medical schools at the invitation of the 
Office of Civilian Defense and the U. S. Public 
Health Service to provide balanced medical staffs 
for Emergency Base Hospitals in the coastal states. 
Emergency Base Hospitals are institutions in rela- 
tively safe areas to which casualties and other hos- 
pital patients may be transferred from Casualty 
Receiving Hospitals in target cities under enemy 
attack. Members of the Affiliated Units receive in- 
active commissions as reserve officers in the Pub- 
lic Health Service and will be called to active duty 
by the Surgeon General only upon the recommen- 
dation of the Chief Medical Officer of the Office of 
Civilian Defense. 


The Affiliated Hospital Units will also be pre- 
pared to assist the Army in the event of an extra- 
ordinary military necessity in or near the locali- 
ties in which these physicians reside, the Medical 
Division of the Office of Civilian Defense an- 
nounces. This arrangement will relieve the Army 
of the necessity for organizing its own special 
groups of civilian physicians for local emergencies 
and will help to conserve the dwindling supply of 
physicians for the civilian population. Unit mem- 
bers have willingly accepted this new responsibil- 
ity, according to reports from OCD Regional Med- 
ical Officers. 


A FFILIATED HOSPITAL UNITS of physicians are 


For the purpose of giving such temporary as- 
sistance to the Army, a unit will be activated on 
the advice of the State Chief of Emergency Medi- 
cal Service, and will be relieved from active serv- 
ice as soon as the Surgeon General of the Army 
can handle the emergency by the assignment of 
Army medical officers, the OCD pointed out. 
Nurses are being appointed in the Public Health 
Service so that they may be available for similar 
temporary duty in serious military emergencies. 
Nurses on such duty will be relieved as promptly 
as possible by the assignment of Army nurses. 
Army authorities will make all requests for medi- 
cal and nursing assistance through OCD Regional 
Medical Officers or through State Chiefs of Emer- 
gency Medical Service who may have been desig- 


hated as representatives of the Regional Medical 
Officers, 


The Board of Trustees of the American Medical 
Association at its meeting of September 17-18, 
1942, approved the formation of the Affiliated Hos- 
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in Military Emergencies 


pital Units. On March 20 the Directing Board of 
the Procurement and Assignment Service of the 
War Manpower Commission also gave full ap- 
proval to the formation of the units to provide 
medical care for civilian casualties and other hos- 
pital patients who must be moved out of their 
communities of residence because of enemy action 
and to provide temporary medical care in extreme 
emergencies for military personnel in extempo- 
rized hospitals in the area. The Directing Board 
pointed out that this arrangement safeguards 
civilian medical needs against haphazard with- 
drawal of physicians in an emergency. 


The resolution adopted by the Board urged State 
chairmen of Procurement and Assignment Service 
to give every possible assistance to the organiza- 
tion of the units. It emphasized that applications 
for commissions will be accepted only from the 
following groups: physicians 45 years of age or 
over, women physicians, physicians of any age who 
are physically disqualified for military duty, and 
physicians already declared by Procurement and 
Assignment Service to be essential for civilian 
needs. 


Initially, only hospitals and medical schools in 
areas considered to be in most immediate danger 
of enemy attack were invited to establish units. 
The Army’s request has now made it necessary to 
have similar groups in the interior regions to aug- 
ment military personnel temporarily in the event 
of an extraordinary influx of military casualties. 
A few institutions in interior states have already 
been invited, but the entire list for these states 
has not been completed. 


Because the Units are to be used only in their 
areas of residence, the OCD and the Public Health 
Service have invited 191 hospitals and medical 
schools in various parts of the country to form 
affiliated units from their staffs. Up to April 19, 
Unit Directors had been nominated by 152 of these 
institutions and 104 had been cleared for commis- 
sions. In addition, applications had been received 
from 397 members of units. A unit consists of fif- 
teen members, including a chief and assistant chief 
of medical services, two general internists, a chief 
and assistant chief of surgical services, four gen- 
eral surgeons, two orthopedic surgeons, one dental 
surgeon, one pathologist and one radiologist. 


First in the country to complete a unit was Al- 
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bany Hospital, Albany, New York. Other institu- 
tions which on April 15 had substantially com- 
pleted the membership of their units are as fol- 
lows: 


Newark Beth Israel Hospital, Newark, New Jersey 

St. Paul’s Hospital, Dallas, Texas 

Norwood Hospital, Birmingham, Alabama. 

Columbia Hospital, Columbia, South Carolina 

Baylor Hospital, Dallas, Texas 

James M. Jackson Memorial Hospital, Miami, Florida 

Stanford University Medical School, San Francisco, 
California 

Huntington Memorial Hospital, Pasadena, California 

San Joaquin County General Hospital, French Camp, 
San Joaquin County, California 

Syracuse University College of Medicine, Syracuse, 
New York 

Jewish Hospital of Brooklyn, New York 

Eastern Maine General Hospital, Bangor, Maine 

Methodist Hospital, Dallas, Texas 

Lynchburg General Hospital, Lynchburg, Virginia 

Springfield Hospital, Springfield, Massachusetts 

Maine General Hospital, Portland, Maine 

Central Maine General Hospital, Lewiston, Maine 

Newark City Hospital, Newark, New Jersey 

Atlantic City Hospital, Atlantic City, New Jersey 

City-County Hospital, El Paso, Texas 

University of California Medical School, San Fran- 
cisco, California 


Appended are the names of hospitals and medi- 
cal schools invited to date to form OCD-USPHS 
affiliated hospital units in Civilian Defense Re- 
gions I, II, III, 1V, VIII, and IX, which include the 
exposed coastal areas. 


Hospitals and Medical Schools 
Invited to Form Auxiliary Units 


REGION I 


CONNECTICUT 


Yale University School of Medicine, New Haven 

Bridgeport Hospital, Bridgeport 

Hartford Hospital, Hartford 

Waterbury Hospital, Waterbury 

Stamford Hospital, Stamford 

Lawrence and Memorial Associated Hospitals, 
New London 

Meriden Hospital, Meriden 


MAINE 


*Eastern Maine General Hospital, Bangor 
*Central Maine General Hospital, Lewiston 
*Maine General Hospital, Portland 


MASSACHUSETTS 


Harvard Medical School, Boston (2 units) 
Tufts College Medical School, Boston 
Boston University School of Medicine, Boston 
Lahey Clinic, Boston 
St. Luke’s Hospital, New Bedford 
Cambridge Hospital, Cambridge 
Salem Hospital, Salem 

*Springfield Hospital, Springfield 
Worcester City Hospital, Worcester 
Goddard Hospital, Brockton 
Hale Hospital, Haverhill 


*Indicates unit substantially complete. 
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NEW HAMPSHIRE 


Mary Hitchcock Memorial Hospital, Hanover 
Elliott Hospital, Manchester 


RHODE ISLAND 
Rhode Island Hospital, Providence 
St. Joseph’s Hospital, Providence 


VERMONT 
University of Vermont College of Medicine, Burlington 


REGION II 
NEW YORK CITY 
Manhattan and The Bronx 
Columbia University College of Physicians and Surgeons 
Cornell University Medical College 
New York University College of Medicine 
New York Medical College 
St. Vincent’s Hospital 
Mt. Sinai Hospital 
Fordham Hospital 
Harlem Hospital 
Lincoln Hospital 
Morrisania City Hospital 
New York City Hospital 
Brooklyn 
Long Island College of Medicine 
Kings County Hospital 
*Jewish Hospital 
Brooklyn Hospital 
Methodist Hospital 
Coney Island Hospital 
Queens 


Queens General Hospital 
Mary Immaculate Hospital 


NEW YORK STATE 

*Albany Medical College, Albany 

Binghamton City Hospital, Binghamton 

University of Buffalo School of Medicine, Buffalo 
University of Rochester School of Medicine and 

Dentistry, Rochester 

*Syracuse University College of Medicine, Syracuse 
Grasslands Hospital, Valhalla 

St. Luke’s Hospital, Newburgh 

Millard Fillmore Hospital, Buffalo 


NEW JERSEY 
*Newark City Hospital, Newark 
*Newark Beth Israel Hospital 
Jersey City Medical Center, Jersey City 
*Atlantic City Hospital, Atlantic City 
Elizabeth General Hospital & Dispensary, Elizabeth 
Cooper Hospital, Camden 


DELAWARE 
Delaware Hospital, Wilmington 


REGION Ill 
PENNSYLVANIA 

Frankford Hospital, Philadelphia 

Hospital of the Protestant Episcopal Church, 
Philadelphia 

Methodist Hospital, Philadelphia 

St. Joseph’s Hospital, Philadelphia 

Doctor’s Hospital, Philadelphia 

Hahnemann Medical College and Hospital of 
Philadelphia, Philadelphia 

Temple University School of Medicine, Philadelphia 

Woman’s Medical College of Pennsylvania, Philadelphia 
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Philadelphia General Hospital, Philadelphia 
Germantown Dispensary and Hospital, Philadelphia 
University of Pittsburgh School of Medicine, Pittsburgh 
Allegheny General Hospital, Pittsburgh 

Western Pennsylvania Hospital, Pittsburgh 

Harrisburg Hospital, Harrisburg 

Hamot Hospital, Erie 

Wilkes-Barre General Hospital, Wilkes-Barre 
Allentown Hospital, Allentown 

Reading Hospital, Reading 


MARYLAND 

Johns Hopkins University School of Medicine, 
Baltimore 

University of Maryland School of Medicine & College 
of Physicians & Surgeons, Baltimore 

Union Memorial Hospital, Baltimore 

Sinai Hospital, Baltimore 

Baltimore City Hospitals, Baltimore 

Easton Emergency Hospital, Easton 

Memorial Hospital, Cumberland 


DISTRICT OF COLUMBIA 
Georgetown University School of Medicine, Washington 
George Washington University School of Medicine, 
Washington 
Howard University College of Medicine, Washington 
Gallinger Municipal Hospital, Washington 
Garfield Memorial Hospital, Washington 


VIRGINIA 
Medical College of Virginia, Richmond 
Norfolk General Hospital, Norfolk 
*Lynchburg General Hospital, Lynchburg 
University of Virginia Department of Medicine, 
Charlottesville 
Jefferson Hospital, Roanoke 


REGION IV 
FLORIDA 
Duval County Hospital, Jacksonville 
*James M. Jackson Memorial Hospital, Miami 
Tampa Municipal Hospital, Tampa 
Pensacola Hospital, Pensacola 
Orange General Hospital, Orlando 


NORTH CAROLINA 
Duke University School of Medicine, Durham 
Bowman Gray School of Medicine of Wake Forest 
College, Winston-Salem 
James Walker Memorial Hospital, Wilmington 
Rex Hospital, Raleigh 
Charlotte Memorial Hospital, Charlotte 
Asheville Mission Hospital, Asheville 


MISSISSIPPI 


Mississippi Baptist Hospital, Jackson 
Vicksburg Sanitarium, Vicksburg 


SOUTH CAROLINA 
Medical College of the State of South Carolina, 
Charleston 
*Columbia Hospital, Columbia 
Greenville General Hospital, Greenville 
Spartanburg General Hospital, Spartanburg 


ALABAMA 
Hillman Hospital, Birmingham 
*Norwood Hospital, Birmingham 
City Hospital, Mobile 
St. Margaret’s Hospital, Montgomery 
John A. Andrew Memorial Hospital, Tuskegee 
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: GEORGIA 

Emory University School of Medicine, Atlanta 
University Hospital, Augusta 

Macon Hospital, Macon 

St. Joseph Hospital, Savannah 


TENNESSEE 
Baroness Erlanger Hospital, Chattanooga 
John Gaston Hospital, Memphis 
Vanderbilt University Hospital, Nashville 


REGION VIll 
LOUISIANA 


Charity Hospital, New Orleans 

Touro Infirmary, New Orleans 

Southern Baptist Hospital, New Orleans 

Hotel Dieu, Sisters’ Hospital, New Orleans 
Shreveport Charity Hospital, Shreveport 

Our Lady of the Lake Sanitarium, Baton Rouge 


TEXAS 
University of Texas Medical Branch, Galveston 
Robert B. Green Memorial Hospital, San Antonio 
Santa Rosa Hospital, San Antonio 
*Baylor University College of Medicine, Dallas 
*St. Paul’s Hospital, Dallas 
*Methodist Hospital, Dallas 
City and County Hospital, Fort Worth 
*City-County Hospital, El Paso 
Jefferson Davis Hospital, Houston 
Herrmann Hospital, Houston 
Memorial Hospital, Houston 


REGION IX 


CALIFORNIA 
San Diego County General Hospital, San Diego 
Mercy Hospital, San Diego 
*Collis P. & Howard Huntington Memorial Hospital, 
Pasadena 
University of Southern California School of Medicine, 
Los Angeles 
College of Medical Evangelists, Loma Linda 
Los Angeles County Hospital (Medical Unit), 
Los Angeles 
Hospital of the Good Samaritan, Los Angeles 
Cedars of Lebanon Hospital, Los Angeles 
St. Vincent’s Hospital, Los Angeles 
Presbyterian Hospital-Olmstead Memorial, Los Angeles 
Queen of Angels Hospital, Los Angeles 
Santa Barbara Cottage Hospital, Santa Barbara 
Ventura County Hospital, Ventura 
Sacramento County Hospital, Sacramento 
Highland-Alameda County Hospital, Oakland 
Samuel Merritt Hospital, Oakland 
*University of California School of Medicine, 
San Francisco 
*Stanford University School of Medicine, San Francisco 
St. Luke’s Hospital, San Francisco 
St. Mary’s Hospital, San Francisco 
Sonoma County Hospital, Santa Rosa 
General Hospital of Fresno County, Fresno 
San Bernardino County Charity Hospital, 
San Bernardino 
*San Joaquin General Hospital, French Camp, 
San Joaquin County 
Santa Clara County Hospital, San Jose 
Southern Pacific Hospital, San Francisco 
Monterey County Hospital, Salinas 





OREGON 
University of Oregon Medical School, Portland 
Good Samaritan Hospital, Portland 
St. Vincent’s Hospital, Portland 
Emanuel Hospital, Portland 
Sacred Heart General Hospital, Eugene 
Salem General Hospital, Salem 


WASHINGTON 
Sacred Heart Hospital, Spokane 
St. Luke’s Hospital, Spokane 
Tacoma General Hospital, Tacoma 
St. Joseph’s Hospital, Tacoma 


King County Hospital (Unit No. 1), Seattle 
Providence Hospital, Seattle 

Swedish Hospital, Seattle 

St. Joseph’s Hospital, Bellingham 
Providence Hospital, Everett 

St. Elizabeth’s Hospital, Yakima 

St. Anthony’s Hospital, Wenatchee 

St. Mary’s Hospital, Walla Walla 
Deaconess Hospital, Spokane 


UTAH 


Thomas D. Dee Memorial Hospital, Ogden 
Holy Cross Hospital, Salt Lake City 
Latter Day Saints Hospital, Salt Lake City 





What Do You Need—and—What Can You Spare? 


Kings Daughters & Sons Hospital, Bay St. Louis, Missis- 
sippi, Mrs. C. E. Craft, superintendent, is greatly in need 


of a small autoclave steam-pressure sterilizer. 
* * * 


Brandon Hospital, Brandon, Mississippi, Dr. H. N. Holy- 
field, superintendent, has a new cardiogram machine for 
sale. The machine cost $495.00. 


* * * 
Evangelical Deaconess Hospital, Cleveland, Ohio, A. A. 
Kitterer, superintendent, has a new paper baler and a 


considerable amount of wire which it would like to sell. 
ok ok * 


Providence Hospital, Sandusky, Ohio, Sister M. Sera- 


phia, superintendent, is in need of three refrigerators. 
* * * 


Community Hospital, Berea, Ohio, Blanche W. Hoppes, 
superintendent, would like to purchase one clinical photo- 


electric colorimeter. 
* * * 


Episcopal Eye, Ear, and Throat Hospital, Washington, 
D. C., Anna E. Macdonald, superintendent, has on hand 
one dental x-ray machine, “Ritter” make, old type with 
exposed wires, which is in good condition. This machine 
would require a new tube which would probably cost 
$150.00. ree eae 


Maryland Tuberculosis Sanatorium, State Sanatorium, 
Maryland, W. A. Gardner, assistant to the superintendent, 
advises that it is in need of three bed pan washers 
and sterilizers (American), and three Ideal electric food 


conveyors, fifty-servings size. 
* * * 


Mercy Hospital, Baltimore, Maryland, Sister M. Celeste, 
superintendent, informs us that it is in need of a still for 
use in the main laboratory and of two dishwashing ma- 


chines for use in the pantries. 
* * * 


Provident Hospital, Baltimore, Maryland, Betty Jenkins 
Phillips, superintendent, has an iron lung for sale. 


Provident Hospital is in need of a seriological water 
bath. 


Evangelical Deaconess Hospital, Detroit, Michigan, J. L. 
Ernst, superintendent, has one Scanlan-Morris Utensil 
sterilizer, steam heated, which it could spare. 

Evangelical Deaconess Hospital also advises that it is 
in need of one instrument sterilizer, steam-heated. 

* * * 

Orange Memorial Hospital, Orange, New Jersey, F. 
Stanley Howe, director, has on hand two drying ovens, 
electric, Eleonap, Type AO-1, for routine laboratory dry- 
ing work; 110 volt, 60 cycle alternating current, tempera- 
ture range up to 140 deg. C., height inside twelve inches, 
width inside ten inches, depth inside ten and one-half 
inches. For further descriptive details see No. 13453 oven 


* % * 
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listed in catalog of the Will Corporation. They have had 
very little use and are in good condition. The original 
cost was $45.00 each. Any person interested can get fur- 
ther information by addressing Cornelia C. Pratt, pur- 
chasing agent. 

* * * 


St. Anthony Hospital, Columbus, Ohio, Sister Aloysiana. 
superior, is greatly in need of an autopsy table. 
* * * 


The City Hospital of Akron, Ohio, Worth L. Howard, 
administrator, advises that they have the following equip- 
ment on hand: One dental chair (foot pedal broken); One 
examination and treatment table with two drawers and 
heel stirrups, 20” wide, 52” long, and 32” high; One Isaac’s 
G. U. table, 20” wide, 45” long, and 30” high (refer to 
Wocher catalog); One Anderson obstetrical bed, 30” wide, 
76” long, and 32” high (refer to Wocher catalog); One 
Cincinnati examining and treatment chair, no head rest 
(refer to Wocher catalog); and six wooden single ward- 
robes, on casters, 26” wide, 16” deep, and 75” high. 

* * * 

Mease Hospital, Dunedin, Florida, Dr. J. A. Mease, med- 

ical director, has one wheel stretcher for sale. 
* * * 

Fairview Park Hospital, Cleveland, Ohio, Philip Voll- 
mer, Jr., superintendent, offers for sale two operating 
room lights made by the American Surgical Lamp Com- 
pany, type 31-A, using 700-watt bulbs; lamp twenty-eight 
inches from the ceiling and thirty-nine inches wide. 


Fairview Park Hospital also advises that it is in need 
of a small power-driven ice breaker, No. 560-L-MD, with 
V-belt drive, single phase, 60 cycle, 110-volt motor. 

* * * 

Bone and Joint Hospital, Oklahoma City, Oklahoma, 
J. O. Bush, Jr., superintendent, has the following equip- 
ment which could be spared if needed by some other hos- 
pital: Seibrandt adjustable pivot leg splint; Zimmer leg 
and arm reduction apparatus; and one complete set of 
Roger Anderson fracture equipment. 

* * * 

Rollins Hospital, Gassville, Arkansas, Ada M. Rollins, 
superintendent, is in need of a steam pressure cooker or 
small autoclave. oie 

Toledo Hospital, Toledo, Ohio, W. L. Benfer, superin- 
tendent, has a Stearnes coffee urn—five gallon capacity— 
for sale. orate 


St. Joseph’s Hospital, Beaver Dam, Wisconsin, Sister M. 
Laetitia, superintendent, has a pharmacy two-section 
Schwartz Cabinet for sale. Each section has four rows of 
drawers and a base sliding file for six gallon bottles. No 
counter; golden oak finish; never been used. 
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Shall Small Hospitals Be Denied Interns? 


REV. JOHN G. MARTIN 


facing us today is that part which provides 

for medical care for the armed forces and 
civilian population. The health of a nation is pre- 
eminently important and no single element can 
afford to be neglected. Moreover, decisions made 
now will have their effect for good or ill over a 
long period of the future. 


Ni: the least among the manpower problems 


The Directing Board of the Procurement and 
Assignment Service, working under the War Man- 
power Commission, has been charged with the re- 
sponsibility of allocating existing medical man- 
power and providing for a continuing stream of 
personnel supply for the coming years. In general, 
the Board has done a fine piece of work. To with- 
draw from civilian services a sufficient number of 
physicians for the armed forces and still leave the 
home front covered adequately is indeed an 
achievement. 


One Element of the Plan Needs Revision 


One element of the plan, however, might well be 
revised. I refer to the formula for distribution of 
graduates of medical colleges for their one-year 
internships. Unless some change is made, and that 
soon, the interns will become practically the mo- 
nopoly of the large “teaching” hospitals, while 
hospitals of 300 beds or under will find themselves 
bereft of the duty and privilege of participating in 
what has been considered a fifth year of medical 
instruction coupled with all the advantages of 
practical application and close observation of the 
methods of caring for the sick. This situation was 
brought to the attention of hospital administrators 
by Dr. Jean A. Curran, president and dean of the 
Long Island College of Medicine, at the recent War 
Conference in Brooklyn, held under the auspices 
of the American College of Surgeons. Doctor Cur- 
fan gave statistics concerning the greater New 
York area where approximately one-sixth of all 
interns in the nation are located. 
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Internships Limited to One Year as a 
War Measure 


The American Medical Association, in its 1942 
survey, reported 8349 approved internships in the 
United States and indicated a total of 5300 grad- 
uates of medical colleges. It was also indicated 
that there would be an increase in the number 
of graduates because of the “accelerated plan” of 
medical instruction. A further element of com- 
plication is introduced by the fact that, as a war 
measure, internship in hospitals does not now ex- 
ceed one year since medical graduates are allowed 
only twelve months after graduation in which to 
complete their training before military service. 
Previously, almost all of the large hospitals, and 
particularly those connected with medical col- 
leges, had two-year internships. And several grad- 
uates even elected to repeat internships in other 
institutions to supplement their practice and ob- 
servation. 


Large Hospitals Increase the Number of 
Their Interns 


With the introduction of the one-year rule the 
large hospitals did not reduce the number but, 
rather, increased the number of interns taken on 
each year. This increased number has been drawn 
from the group that formerly went to the smaller 
hospitals of the country. Even before the war there 
were not enough interns to go around. Now the 
situation reaches an alarming stage. 


The Board of Procurement and Assignment, 
through a subcommittee, studied this situation. 
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The committee “was advised by the Allocation 
Committee of the Directing Board that practical 
suggestions as to criteria to guide the Procurement 
and Assignment Service in determining the num- 
ber of medical house officers (interns and resi- 
dents) and medical staff personnel necessary to 
maintain proper hospital service, should be pre- 
pared.” 
Principles Recommended 


Among the principles recommended is the fol- 
lowing: 

“No hospital should be permitted to retain 
more interns after July 15, 1943, than it had 
on duty on July 15, 1940, except that increases 
should be permitted in hospitals where hos- 
pital service has greatly increased.” 


As a basis of this rule the committee “discussed 
the realities of the tremendous reduction which 
has already occurred in the number of physicians 
in civilian practice, both inside and outside of hos- 
pitals. Withdrawal of physicians from civilian 
practice for service in the armed forces imposes 
added demands and burdens upon hospitals in the 
care of both ambulatory and bed patients. It is 
respectfully submitted, therefore,” says the report, 
“that this condition be acknowledged and recog- 
nized in any appraisal of the number of interns 
and residents which are reasonably necessary to 
prevent collapse and breakdown in civilian hos- 
pital service.” 


The Method Is Fair, the Numerical Formula 
Applied Is Unfair 


The committee hit upon.a fair method but ap- 
plied an unfair numerical formula. If the ratio of 
medical graduates to available internships is 5300 
to 8349, the formula should be revised to read: 
“No hospital should be permitted to retain after 
July 15, 1943, more than five-eighths the number 
it had on duty on July 15, 1940.” (or, certainly, 
not more than three-fourths!) This would have the 
effect of distributing interns over the country so 
that 471 hospitals of 300 beds or under, which are 
approved for internship, would share with the 187 
approved hospitals of over 300 beds the duties and 
privileges of intern education. 


The Approved Hospital 


The committee had expressed the fear of a for- 
mula which might result in “the assignment of 
young men to hospitals which were not equipped 
to give proper training.” The very patent rejoinder 
to this thought is the question of the meaning of 
the word “approved.” If the American Medical 
Association puts its stamp of approval upon a hos- 
pital for the training of interns it should be a 
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guarantee of the adequacy of proper training. As 
between the large and small hospitals it is a 
moot question as to the relative practical value of 
internships for the average man going into general 
practice. His strictly limited one year might be 
spent as one of a class of ten, twenty or fifty in- 
terns, with a considerable portion of his time given 
to sitting in a gallery from which he watches 
operations through field glasses while listening to 
comments of the operator over a loud speaker sys- 
tem. World-famous surgeons may be so observed. 
Such experience certainly has its value. On the 
other hand, a young man who stands opposite an 
experienced operator, actually assisting him with 
his own hands, having his errors noted and 
checked, and receiving personal instruction for 
improvement of his skill from a Fellow of the 
American College of Surgeons—equally as success- 
ful in his own practice as the eminent surgeon 
of the large center is in his—might reasonably con- 
clude that the precious year permitted for intern 
training would be very well spent in the smaller 
institution. If it is “approved” it should have equal 
consideration with the large medical center. 


The Service of Interns in Hospitals, Large or 
Small, Is Important to the Health of the Nation 


Moreover, to use the words of the committee, 
it is “necessary to prevent collapse and breakdown 
in civilian hospital service.” The service of interns 
in these hundreds of hospitals is important to the 
health of the nation. The intern gives as well as 
receives. In return for instruction and experience 
he serves the sick and his services are valuable. It 
is a privilege for a hospital to have as part of its 
organization a group of young men, dwelling with- 
in its walls, ready for instantaneous service at all 
times. Such a system has been built up over the 
years and has merited approval of the highest 
authorities. Any curtailment of this nation-wide 
distribution which would serve to concentrate 
upon a few institutions in only the large cities for 
intern service at the expense of the many smaller 
hospitals distributed all over the nation would be 
a distinctly retrograde movement. 


The Civilian Defense Administration depends 
upon the interns to provide emergency care in the 
target areas should the need arise. With the deple- 
tion of doctors in these areas because of military 
enlistments it is important that service in hospitals 
and casualty stations be available and intern serv- 
ice is one of the means of providing it. 


It is suggested, therefore, that the Directing 
Board of the Procurement and Assignment Service 
revise its formula to effect the result which was 
the aim of its committee. 
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Selection of the Administrator 


MALCOLM T. MacEACHERN, M.D. 


having in these times of war in connection 

with personnel, materials, and meeting extra 
demands for service, focus attention upon the 
great importance that should be attached by the 
governing board to the selection of an able ad- 
ministrator. Excessive loss of personnel for rea- 
sons other than military service, may frequently 
be traced to weak administration—inability to win 
the loyalty of employees. Excessive difficulty in 
obtaining needed materials may likewise be due 
to the administrator’s failure to present convinc- 
ingly to the proper authorities the reasons why 
priorities should be granted. Excessive confusion 
in handling increased numbers of patients may 
also be the administrator’s fault—he may be the 
type who is slow to adapt himself to changed 
needs, and to take emergency measures to key the 
work to the necessary more rapid pace. 


Ti EXTREME DIFFICULTIES which hospitals are 


The Administrator Should Be Competent to Wield 
Executive Authority 


In selecting an administrator, it must be realized 
that the governing board should appoint a person 
who is able to wield executive authority. The 
trustees, as a whole and as individuals, relinquish 
to him the right to deal directly with any other 
person or department in the hospital. The duties 
of the governing body are performed through the 
administrator, and therefore the trustees must 
have a good general understanding of the duties 
and responsibilities as a basis for judging the suit- 
ability of a person who is under consideration for 
the job. My first remarks will, therefore, be con- 
cerned with the nature and scope of the task of 
administering a hospital, from which I shall pro- 
ceed to discussion of qualifications, and conclude 
with suggestions about how to go about getting an 
administrator and the techniques of employment 
and of getting him well started on his work of 
directing the operation of the hospital. I think 
that careful study of the administrator’s job before 
he is employed will be helpful in gaining the un- 
derstanding essential to the support which the 
trustees should afterward give him. 


Nature and Scope of Hospital 
Administration 


In considering the nature and scope of hospital 
administration, the first question that comes up is 
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the relation of the administrator to the governing 
body. 


Relation of Administrator to Governing Body 


This relationship should be well defined. It may 
be stated as follows: The governing body entrusts 
the director with the execution of all policies 
which it may establish and depends upon him to 
administer the hospital efficiently in all depart- 
ments and to furnish whatever information may 
be desired. The director is held responsible to the 
governing body for moneys received and expend- 
ed, and he is the medium through which all deal- 
ings among the governing body, the medical staff, 
and the personnel are transacted. The whole rela- 
tionship may be summed up as one of cooperation 
and coordination. Through the administrator the 
medical staff is responsible to the governing body 
for the clinical and scientific work of the hospital 
and may be called upon to advise regarding pro- 
fessional problems and policies. 


The governing body, although it has ultimate 
responsibility and must determine all policies and 
be kept informed of all results, must delegate the 
actual management of the hospital to the adminis- 
trator. The governing body will expect him to at- 
tend all of its meetings, including committee 
meetings, in order that he may sense the intent 
behind certain policies, as well as to have the stat- 
ed policies which he is to carry out. He will fur- 
ther be expected to prepare and submit a budget 
for approval, which will show the estimated re- 
ceipts, giving an idea as to the deficit expected 
from free work and advising of the amount that 
must be raised from sources outside ordinary reve- 
nue. He may be required to assist the governing 
body in raising funds, by preparing statements for 
general circulation or even by taking part in cam- 
paigns and similar means of raising money. 


Other duties of the administrator relative to the 
governing body are to show in the budget the ex- 
pected expenditures in detail, in order that it may 
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empower him to expend funds for the purposes 
stated and, if necessary, to make transfers from 
one department to another. He is made responsi- 
ble for employment and within the limits of the 
budget fixes all salaries and has full authority to 
employ and discharge. He is expected to report 
periodically in writing to the governing body, 
usually monthly and yearly, summarizing achieve- 
ments and outlining future plans. 


In his reports to the governing body the good 
administrator will call attention to all matters that 
are undesirable, and will suggest remedies. He will 
have a highly developed critical faculty that will 
make him eager for the cooperation of the trustees 
in making improvements. He will recommend 
changes in construction, additions to equipment 
not provided for, changes.in the medical staff, and 
other matters which are beyond his personal au- 
thority. To him the trustees delegate the super- 
vision of planning and construction when altera- 
tions or additions become necessary. He should 
be able to give the architect the ideas which he is 
expected to carry out, or at least to criticize and 
correct the sketches submitted by the architect. 


The administrator has certain general duties 
within the hospital which the trustees should fully 
understand. 


General Duties Within the Hospital 


Collaboration with the medical staff is one of the 
most important duties of the administrator. In this 
he must be motivated by a desire to have the pa- 
tient restored to health as quickly, safely, and 
comfortably as possible. Certain other duties of a 
coordinating nature are related to this objective. 


In the first place, the administrator must trans- 
mit and interpret to the medical staff and person- 
nel, the policies laid down by the governing body, 
and in turn to transmit their ideas and wishes to 
the governing body. He acts as a liaison officer. 


In the second place, the administrator must co- 
ordinate the activities of the medical staff and of 
the departments staffed by the personnel. It is his 
duty to provide that the orders given by the at- 
tending physician to the resident medical staff, 
heads of departments, nurses, and all others con- 
cerned with the care of patients, be carried out 
unless they are in direct violation of the policies 
laid down by the governing body. 


In the third place, the administrator must coor- 
dinate the efforts of the departments within the 
organization so as to prevent any clashing of inter- 
ests or overlapping of time and effort. He accom- 
plishes this coordination largely through the de- 
vice of standing orders which he issues to establish 
fixed routine whenever possible. Standing orders 
are of two classes—one deals with the professional 
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care of patients, the others with adminstrative 
affairs. 


Provision of proper facilities for all departments, 
within the limitations of the building and its pos- 
sibilities of rearrangement, is the responsibility of 
the administrator. He decides upon replacement 
and modernization after conferences with the head 
of the service concerned, subject to the approval 
of the governing body when major equipment or 
extensive alterations are indicated. 


Of course the administrator selects all depart- 
ment heads and delegates parts of his responsibil- 
ity to assistants or selected heads of departments. 
The extent to which he can delegate responsibili- 
ties depends largely upon the size of the hospital, 
and in any case, his is the ultimate responsibility. 
As a part of his duties in connection with person- 
nel, he assures himself of their physical fitness by 
arranging pre-employment and periodic physical 
examinations; arranges for care in case of illness; 
interests himself in promoting recreation and 
amusement for the personnel and in encouraging 
them in educational activities. 


The administrator has certain duties relative to 
the professional care of patients. 


Duties Relative to Professional Care of Patients 


Although in almost all institutions the adminis- 
trator does not take an active part in the treatment 
of patients, he must see that the patient is properly 
admitted by personnel who will impress him fa- 
vorably, securing the necessary sociological data 
with courtesy and without giving offense, and who 
will promptly and with consideration assign him 
to his accommodation. The administrator must also 
see that a medical staff is available and responsi- 
ble for the treatment of the patient. He will, 
should occasion, arise, prevent the carrying out of 
any line of treatment that is contrary to the poli- 
cies of the governing board, such as illegal opera- 
tions and treatment contrary to the practice of 
regular medicine. In case of flagrant and inten- 
tional violation of such policies, he should have 
authority to suspend a member of the medical 
staff, but must be very certain that he is right 
before taking such drastic action. He is required 
to see that the privileges of the hospital are ex- 
tended only to authorized physicians. Customarily 
he is given authority to permit a known physician 
to attend patients until a formal appointment can be 
made, although the medical staff recommends and 
the governing body makes appointments. The ad- 
ministrator is expected to see that all patients are 
properly assigned to a staff physician immediately 
after admission and that they receive prompt at- 
tention. Definite rules for assignment, formulated 
by conference with the medical staff, should be 
made in case of all free patients and those paying 
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patients who apply for admission but have no at- 
tending physician. 

In order that the administrator may obtain a 
knowledge of how the medical staff is functioning, 
and that they, in turn, may better appreciate the 
problems of administration, he should be expected 
to attend all medical staff conferences. If he is a 
physician he will take part in the discussions. He 
will provide the facilities necessary to the medical 
staff for the proper treatment of patients, and will 
see that all orders for treatment are in writing and 
will instruct the personnel not to adopt or carry 
out verbal orders. He will engage and control the 
resident and intern staff if such is authorized, but 
in doing so he customarily confers with the dele- 
gated representatives of the medical staff. As the 
administrative head of the hospital he makes the 
individual contracts and assigns the members of 
the resident medical staff to duty in accordance 
with the rules enacted by the medical staff. The 
administrator also provides for adequate medical 
records and reports by supplying the desired 
forms and arranging for the proper custody of the 
completed records. 


Part of the hospital organization under the ad- 
ministrator are the various adjunct facilities used 
in the diagnosis and treatment of disease, such as 
the x-ray department, clinical laboratory, electro- 
cardiography, physical therapy, pharmacy, and 
others. He selects the heads of these departments 
and makes such contracts as may be authorized, 
although he usually delegates selection of techni- 
cians and other personnel to the department head. 
He holds the head of the department responsible 
for proper functioning of the department along 
recognized lines, and instructs him to take orders 
for examination and treatment from the attending 
physician. The administrator fixes fee schedules 
and is responsible for collection of accounts in 
these departments. 


As part of his duties relative to the professional 
care of patients, the administrator is also responsi- 
ble for dietary service, nursing service, and some- 
times education of nurses. The service of food is 
an important responsibility because it is a material 
factor in producing health results and in making 
the hospital popular. He selects a competent die- 
titian to head the department and to be directly 
responsible to him. The administrator must pro- 
vide for the service of special diets, ordered by 
the attending physicians, with the dietitian carry- 
ing out the instructions. Very important right now 
is the administrator’s attention to economy and 
control of waste in the dietary department. 

Nursing service is a most important function 
of the hospital, and it is one which the adminis- 
trator must delegate to a capable director, who 
will have under her control assistants, instructors, 
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supervisors, and others necessary to carry on the 
work. The administrator must see that adequate 
supervision is provided on the floors to be certain 
that patients are receiving care and treatment in 
accordance with the best hospital practice and the 
express orders of the attending physician, under 
authority delegated to the director of nursing. He 
should establish uniform technique in the operat- 
ing rooms and other departments, in so far as this 
is possible, through standing orders issued over 
the signature of the administrator but worked out 
in conference with the medical staff. From the 
nursing department and others the administrator 
demands certain reports which show the work that 
is done and the results being obtained. If there is 
a school of nursing, the administrator with the aid 
of the governing body and the director of the 
school determine qualifications for admission and 
curriculum, and provides for conformance with 
accepted standards. 


The administrator also has duties relative to the 
business management of the hospital. 


Duties Relative to the Business Management 


The nonprofessional departments of the hospital 
embrace accounting, the department of purchase 
and supply, and the service departments con- 
cerned with the physical plant including mechan- 
ical, laundry, housekeeping, building and grounds. 
The administrator cannot be expected to have the 
special training necessary for the detailed man- 
agement of any of these departments, but he must 
understand their operation sufficiently to control 
their functioning through well selected depart- 
ment heads with whom he can discuss the prob- 
lems that arise and to whom he can give good 
advice on occasion. Emergencies may also arise 
which will demand that he personally manage a 
department in the absence of the regular head. He 
will generally have a business manager in charge 
of accounting, and, in larger hospitals, he will have 
a purchasing agent and a storekeeper. But in every 
hospital, regardless of size, the administrator must 
take an active interest in control of expenditures, 
and in purchasing, storing, and conserving sup- 
plies. Serious losses may be suffered through graft 
and errors in this department. 


With respect to the maintenance departments, 
the only practical way in which the administrator 
can be assured that they are functioning properly 
is to make close personal observations on his own 
daily rounds. He must be familiar with the work- 
ings of the departments in order to be able to de- 
tect inaccuracies and misstatements, and he must 
be prepared to consult with the department heads 
concerning their problems. 


These duties that I have been discussing have all 
been within the hospital organization, but the ad- 
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ministrator has many duties outside the hospital. 
One is to the hospital field in general. 


Duties Relative to the Hospital Field 


Coordination of effort, mutual discussion of 
common problems, and frank study of methods of 
management and of meeting local problems, are 
needed to improve hospital service, and the pro- 
gressive administrator will join the local and state 
hospital organizations and at least one of the na- 
tional associations and will participate actively in 
their meetings. He will also give the benefit of his 
experience to others. He will constantly read hos- 
pital magazines and related publications and books 
in order to keep up-to-date on new ideas and new 
equipment in the hospital field. 


Another duty outside the organization is to or- 
ganized medicine. 


Duties Relative to Organized Medicine 


If he is a physician, the administrator will be 
a member of local and national medical societies, 
and in any event, he will cooperate to the fullest 
extent with the programs of organized medicine 
by admitting only regularly licensed physicians 
to the privileges of the hospital, assisting in the 
educational programs of the societies, and support- 
ing their general policies as occasion warrants. He 
will welcome the stimulus of the accrediting and 
approval programs of the organizations which are 
interested in improving hospital conditions. 


Of course, the administrator has a responsibil- 
ity to his community also. 


Duties Relative to the Community 


The hospital exists for the good of the people 
in the community which it serves. It is an institu- 
tion whose service should be interrelated with 
other health and welfare services in the commun- 
ity for the best interests of all. Both to help in 
accomplishing this, and in winning support for the 
hospital, the administrator should mingle in com- 
munity affairs and be a leader in them, as his posi- 
tion amply justifies. He must see to it that the 
public is kept informed of the advantages of hos- 
pital care in speeding recovery and in saving life. 
He should utilize the press, the radio, and the lec- 
ture platform in making known the progress of 
medical science and in urging preventive measures 
against disease and accident. Preferably he should 
work with other hospitals in a joint program of 
public education, and the hospitals in turn should 
cooperate with other health and welfare agencies 
with this objective. The administrator should also 
cooperate to the fullest extent with the public 
health organizations of the community in report- 
ing births, deaths, communicable diseases, and 
similar statistics, as well as in supporting public 
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health clinics such as the venereal, tuberculosis, 
prenatal or postnatal. In these war times there is 
extra value in community cooperation as only thus 
can we solve the problems created by shortages 
of personnel and materials, coupled with the vast- 
ly enlarged demands for service in certain areas. 
The good will of the entire community must be 
won by hospitals if they are to progress. 


A particular need which must be supplied 
through appeals to the community is for volunteer 
workers, and the’ administrator can encourage the 
formation or enlargement of hospital auxiliaries to 
which certain work can be delegated. He can also 
open his hospital to the training of volunteer 
nurses’ aides under the program sponsored by the 
American Red Cross. A double purpose is served 
in this type of activity in that the workers, who 
represent the public, may be won to much greater 
appreciation of the service the hospital is render- 
ing than they had before, while at the same time 
they are giving the hospital their time and effort 
in the performance of work that relieves the 
nursing and clerical staffs and the personnel in 
various departments. 


This is only a sketchy outline that I have given 
you of the nature and scope of the job of adminis- 
tering a hospital, but perhaps it serves to show 
that an individual of quite high qualifications is 
needed to be a successful administrator. Of course 
there is wide variation in the types of hospitals 
and there must be corresponding differences in 
qualifications. However, in general, we may list 
some sixteen essential qualifications. 


Qualifications of the Director 


1 Tact and diplomacy. He must increase friend- 
ship and decrease enmity toward the hospital by 
treating patients, their friends, the public, the doc- 
tors, the personnel, and, yes, the trustees, with 
infinite consideration of the viewpoints of each. 

2 Firmness, tempered with consideration. He 
must be firm in insisting that what is best for the 
patient must always prevail, but must temper his 
firmness with kindness and sympathy. 

3 Organizing ability. Organization and system 
are necessary for smooth functioning. 

4 Leadership. He must possess ideals and broad 
vision which will impress his supporters within 
and without the institution, inspiring the superior 
service which is given to a true leader. 

5 Dependability. He must have a strong sense 
of responsibility which will make it possible for 
the governing board to depend upon him, but he 
should also have a sense of humor as a balancing 
factor. 


6 Honesty and fairness. He must be reliable in 
financial matters and just in giving every person 
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in the organization due credit for his ideas and 
accomplishments. 


7 Knowledge of human nature. He must be able 
to evaluate people, judging of their suitability to 
fill specific positions, and of their influence as 
members of the community in helping the hos- 
pital. 

8 Industry and interest. He must be prepared 
to do anything at any time that is for the good 
of the hospital, which implies that he is always 
approachable and willing to meet those who have 
something to suggest, as well as actively working 
himself. 


9 Administrative ability. He must be able to 
keep his mind clear for larger responsibilities by 
delegating departmental supervision and details 
to others, the degree in which this is necessary 
varying with fhe size of the hospital. 


10 Education. He must have basic education 
sufficiently broad to permit him to associate on an 
equal plane with the cultured persons in the com- 
munity and hospital. He must also have special- 
ized education and training in hospital work, and 
allied fields. 


11 Teaching ability. He must be educationally 
minded since much of the activity of the hospital 
is in the nature of education and research. With- 
out an appreciation of standards and methods he 
cannot be a leader in these activities in the hos- 
pital. 


12 Business ability. The management of a hos- 
pital requires a great deal of money but there is 
seldom enough. Therefore, the administrator must 
have the faculty of never losing an opportunity to 
secure funds, nor must he ever spend a cent un- 
necessarily. 


13 Buying ability. This is an acquired charac- 
teristic gained through using discrimination and 
judgment. He must be able to combine quality and 
price in his mind so that he may secure the great- 
est value. 


14 Mechanical ingenuity. Since a very large pro- 
portion of his problems will be of a mechanical 
nature and must be discussed with trained me- 
chanics, he should have a mechanical turn of mind 
to enable him to understand at least the principles 
involved. 


15 Personality. He must be likable, neat in 
appearance, and confident in manner. 


16 Cooperativeness. He must be able to work 
well with others, and be open to suggestions. 


Now, having considered the job, and the essen- 
tial qualifications, how shall we go about finding 
the right administrator? 
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Finding the Right Administrator 


In considering how to find the right adminis- 
trator, we might first inquire into what prepara- 
tion is needed for a career in hospital administra- 
tion. Until a short time ago, apprenticeship was 
the only method of training, and it remains the 
main one. University courses for the organized 
training of administrators have not advanced far 
beyond the experimental stage, and they do not 
begin to supply sufficient graduates to meet the 
demands. The apprenticeship method therefore 
must be accepted, generally, as suitable prepara- 
tion provided it has been given by an administra- 
tor of high standing himself. Whether or not this 
is a fact can easily be ascertained by inquiry from 
the American Hospital Association or the Ameri- 
can College of Hospital Administrators. 


Preliminary training may be in medicine, 
nursing, or allied fields. Junior business executives, 
young lawyers or engineers, or university business 
course graduates sometimes become interested in 
training for hospital administration, but their mo- 
tive in entering the field should be inquired into, 
and assurance had that they have sufficient knowl- 
edge of hospital work through a special course 
such as that given at the University of Chicago, 
plus an apprenticeship in hospital administration 
and other hospital experience, to qualify them. 


The governing board should be familiar with the 
objectives of the College of Hospital Administra- 
tors which include elevating the standards of hos- 
pital administration, establishing a standard of 
competency for hospital administrators, develop- 
ing and promoting standards of education for hos- 
pital administrators, and educating hospital trus- 
tees and the public to understand that the position 
of hospital administrator calls for special training 
and experience. In this endeavor the American 
Hospital Association, the American College of 
Surgeons, the American Medical Association, and 
allied organizations are cooperating. Any of these 
organizations, and especially the American Col- 
lege of Hospital Administrators, can aid in sug- 
gesting suitable persons to administer hospitals, or 
can look up the credentials of those who may have 
applied. The hospital journals carry “Employment 
Wanted” advertisements which may be helpful, 
and of course certain employment agencies spe- 
cialize in supplying professional personnel in med- 
ical and allied fields. 


The business men who figure largely on the gov- 
erning boards of hospitals are usually familiar 
with the technique of employment, and under- 
stand the value of the formal. application blank 
and the methods of interview which draw out the 
applicant. I think it is always desirable, also, in a 
position of this type, to have the applicant write 
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a letter describing rather fully his qualifications, 
experience, and feeling toward the type of work 
for which he is applying. This is not only for the 
purpose of obtaining information, but also to judge 
of his ability to express himself, which is most im- 
portant in an administrative position. 

In closing, I quote from an article in HOS- 
PITALS by Dr. A. C. Bachmeyer, director of the 
University of Chicago Clinics, in which he said: 


“Hospital administration is no longer a 
casual occupation. Its many serious responsi- 
bilities cannot be imposed upon the unin- 
formed, untrained and inexperienced individ- 
ual without great cost to the institution, the 
medical profession, and the public. Hospital ad- 
ministration requires special aptitude and an 
extensive fund of knowledge including basic 
principles of medicine, nursing, social service, 
personnel management, business organization, 
labor relations, finance and accounting, pur- 
chasing, mechanical, electrical and sanitary 
engineering and other basic fields. The admin- 
istrator cannot know the intimate details of 
all but he must know their significance and 


implications. Science is ever progressing, ever 
changing and the student must never be con- 
tent with basic training but should seize every 
opportunity for refresher study and attend- 
ance at all types of hospital conferences—es- 
pecially the two week Institutes for Hospital 
Administrators held yearly throughout the 
country under the auspices of the American 
College of Hospital Administrators. Boards of 
trustees should recognize the need of sound 
training for new appointees and encourage all 
possible refresher and continuation study.” 


With all of this I heartily agree, and also recom- 
mend that in employing an administrator, his 
earnestness and enthusiasm be judged in some 
degree by his record of participation in refresher 
courses and conferences. The education and the 
training of the hospital administrator are never 
ended, and in proportion as governing boards 
show more regard for high standards in selecting 
hospital administrators who are always eager to 
learn, will our hospitals move forward to the high 
state of efficiency that keeps them in step with 
advancing medical science. 





Hospital Association of Pennsylvania 


New Elected Officers 1943-1944 


President— 
Donald C. Smelzer, M.D., Managing Director, 
Germantown Dispensary and Hospital, 
Germantown, Philadelphia 
President-Elect— 
Raymond F. Hosford, Superintendent, 
Bradford Hospital, 
Bradford 
First Vice-President— 
Rt. Rev. Monsignor Leo G. Fink, Trustee, 
Sacred Heart Hospital, 
Allentown 
Second Vice-President— 
Miss Albertina Six, Superintendent, 
Lewistown Hospital, 
Lewistown 
Treasurer— 
Elmer E. Matthews, Administrator, 
Wilkes-Barre General Hospital, 
Wilkes-Barre 
Executive Secretary— 
S. Hawley Armstrong, 
222 North Third Street 
Harrisburg 


Trustees 


Term Expiring 1944— 
Roger A. Greene, Superintendent, 
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Pottsville Hospital, 
Pottsville 
Herbert G. Fritz, Superintendent, 
Conemaugh Valley Memorial Hospital, 
Johnstown 
Term Expiring 1945— 
William E. Barron, 
(Washington Hospital), 
U. S. Army—Infantry 
Howard E. Bishop, Administrator, 
Robert Packer Hospital, 
Sayre 
Term Expiring 1946— 
Mark H. Eichenlaub, Superintendent, 
Western Pennsylvania Hospital, 
Pittsburgh 
Harold T. Prentzel (Retiring President) , 
Business Mgr., Friends Hospital, Phila. 
Admr., White Haven Sanatorium, 
White Haven 
Elected for One Year Term— 
Gordon A. Hardwick, Chairman, 
Trustees’ Section, 
President of the Board, Graduate Hospital of the 
University of Pennsylvania, 
Philadelphia 
All officers are members of the Board of Trus- 
tees except the First and Second Vice-Presidents. 
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Some Effects of War Technology on Hospitals 


DEWEY H. PALMER 


will continue to have, long after hostilities 

have ceased, drastic effects on our indi- 
vidual and corporate lives. Shortages of basic 
materials and technological advances already point 
to changes in hospital materials and practices 
which, while causing inconvenience in some in- 
stances, should make for better and less expensive 
operation in the end. 


Di and indirectly the war is having and 


The admonition to “keep our eyes on the ball” 
—or winning the war in this instance—must be 
strictly adhered to if we are to settle matters with 
Germany and Japan in a relatively short time. 
However, hospitals as essential institutions func- 
tioning in a war economy might well look ahead 
and consider some of the ultimate effects of the 
impact of the war program. 


Let us look for a moment at some of the over-all 
aspects of the effect of the war on the importation, 
production, and technical improvement of certain 
materials and the curtailment of civilian supplies 
essential to the war effort. 


Rubber 


The most important loss, of course, to the Allies 
as a result of the Japanese conquest was the crude 
rubber supply. Almost overnight we lost 95 per 
cent of the world’s natural rubber production. 
Some oil production and several basic drugs and 
chemicals were also cut off. The lack of sufficient 
shipping facilities has resulted in a reduction in the 
quantities of materials imported even from nearby 
countries. Curtailment of the production of many 
civilian supplies soon became necessary as the war 
program expanded. 


Fuel Oil 


One of the first items to be drastically curtailed, 
particularly in the eastern seaboard area, was 
fuel oil. The fuel oil debacle is probably not just 
a passing situation. There is growing evidence 
that we must face an increasing shortage of pe- 
troleum products because our crude oil resources 
are now being drawn on very heavily. Petroleum 
Coordinator for War, Harold L. Ickes, recently 
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announced that the amount of crude oil discovered 
in the United States during the year 1942 was 
only 801,000,000 barrels by the most liberal esti- 
mate, or about 57 per cent of the approximately 
1,400,000,000 barrels actually consumed during the 
year. We are now drawing on our reserves to meet 
current requirements. It seems inevitable, there- 
fore, that after the war petroleum will be used 
only for essential purposes. Higher prices, if noth- 
ing else, will force the abandonment of the use of 
fuel oil for heating purposes. 


Metals 


With the exception of some essential medical 
equipment, production of all civilian products 
made of metals has been practically eliminated. 
Even textile products, particularly those types 
needed for the armed forces, have been greatly 
reduced. In the food field we first had to meet a 
shortage in tin and steel for tin cans; despite our 
abundant food resources we are now being faced 
with a shortage of foods themselves, and an over- 
all rationing program is now being applied to 
assure a fair distribution of the foods available 
for civilians. 


The Situation in the Production Front 


So much for shortages; what is the situation on 
the production front? 


The war’s demands have pushed up the produc- 
tion of many materials to astronomical figures. 
The production of all metals, including iron and 
steel, stainless steel, aluminum and its alloys, mag- 
nesium alloys, copper, and brass has been greatly 
expanded. Probably the greatest increase has 
taken place in the aluminum industry. The United 
States, by the end of this year, will be producing 
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aluminum at the rate of 2,100,000,000 pounds. This 
is 60 per cent of the whole world production in 
1938 and is enough aluminum to rebuild every 
railroad passenger car in the United States every 
four months. Its price may go as low as 10 cents 
per pound or less. Even with steel at 2 cents per 
pound, aluminum will, no doubt, capture many 
markets now reserved to steel. 

Stainless steel production has also been greatly 
increased and will, no doubt, with an inevitable 
reduction in price, be a strong contender for the 
products formerly made from steel, iron, copper, 
brass, and enameled ware, particularly for those 
items which are subjected to corrosive elements. 

The most severe shortage that had to be met 
quickly was, of course, that of rubber. The current 
production schedule of synthetic rubber calls for 
1,100,000 tons a year or twice as much as the crude 
rubber we used in peacetime. In fact we will be 
producing more of one type of synthetic rubber, 
Buna S, in one year than our yearly imports of 
natural rubber before the war. 

We have not only increased the production of 
petroleum and petroleum products, but have de- 
veloped new products which are giving us a 
decided advantage over our enemies. One of these 
particularly, 100-octane gasoline, has enabled our 
planes to fly faster and higher than those of the 
enemy. 

Plastics 


Much publicity has been given to the develop- 
ment of plastics, and this industry has expanded 
by leaps and bounds. Due to their light weight, 
flexibility, resistance to corrosion, and trans- 
parency, these new materials are finding wide 
adoption in much of our war equipment and in 
some instances are sufficiently plentiful to be used 
in the production of civilian supplies. 


Plywood 


One of the synthetic resins is now used in the 
manufacture of plywood making it waterproof and 
therefore adaptable to many war requirements. 
The expansion of synthetic fiber production has 
gone on at a rapid pace. Rayon and nylon are 
examples of the materials whose uses are multiply- 
ing. Even the production of coal and lumber has 
been stepped up beyond all previous rates. 

While the production of basic materials has 
been pushed up to astronomical figures and tech- 
nological developments accelerated at phenomenal 
rates, even more startling are some of the quali- 
ties and performances of finished products which 
have come out of the war effort. 


Effect of Expansion of Airplane Production 
in Future Civilian Life 
Probably the expansion of airplane production 
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will have the most far-reaching effect of all the 
war efforts on our civilian life in the future. 
Whether or not every family will have an “air 
jeep,” it nevertheless is true that commercial air 
transportation will not only take over much of the 
passenger transportation, but a large share of the 
freight. We produced 48,000 airplanes in 1942. It 
is expected that over 100,000 will be made in 1943. 
Do you realize what this means in the matter of 
airship carrying capacity when this war ends? At 
the present time, America’s largest, fastest, and 
most powerful transport plane is the Lockheed 
“Constellation.” It will travel over 100 miles per 
hour faster than present standard airliners, and 
can transport fifty-seven passengers and a crew 
of five across the continent in less than nine hours. 
Its “pressurized” cabins enable it to maintain pas- 
senger comfort at 35,000 feet. It will take more 
than stainless steel streamlined trains to compete 
with this kind of air transportation in the post- 
war period. 


The Use of Light Alloys and Plastic in 
Automobile Production 


Our automobiles utilizing light alloys and plas- 
tics will probably weigh less than half of what 
they do now. Hundred-octane gasoline engines will 
be lighter and smaller enabling the car to travel 
about 40 miles on a gallon of gasoline. Steel and 
aluminum alloys will replace painted bodies. 
Almost one hundred per cent visibility will be 
realized through the use of one of the plastics now 
in production. Their tires, now being developed, 
will run 100,000 miles or practically the life of the 
car before wearing out. 

Vast quantities of steel and aluminum alloys, 
plywood, and even plastics will go into the con- 
struction of our new prefabricated standardized 
houses and the furniture which will go in them. 


Fuel Conversion 
Many hospitals, and householders for that mat- 
ter, that have converted to coal will probably 
never return to oil as a fuel. The shortage of petro- 
leum which is developing will make it impossible 
for this nation to continue to burn oil in such large 
quantities as it has in the past for heating and 
power purposes. It seems reasomable to expect, 
therefore, that much more efficient and _ satis- 
factory coal-burning equipment will be produced 

for institutional or household use. 


Our future clothing and textiles will contain 
more synthetic fibers. Wool will no longer shrink 
in laundering. Paint brushes will be made with 
tapered nylon bristles which will last three times 
as long as natural bristles. These new bristles do 
not have to be sterilized,.and moths will not eat 
them. In fact, nylon may almost completely dis- 
place the hog bristle business. 
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Frozen and Dehydrated Foods 


A much greater proportion of our food will be 
frozen and dehydrated. Preserving food in tin cans 
may become a thing of the past except for certain 
limited uses. It seems unlikely that, except for a 
few particular types, dehydrated foods will as- 
sume a very significant proportion of the hospital’s 
food requirements. We may expect, however, that 
frozen foods will largely displace canned foods. 
We may also expect to see synthetic vitamins 
being reintroduced in our over-refined food pro- 
ducts. This is already happening to bread and 
other refined flour products. It is even possible that 
some intelligent manufacturer will find that it is 
cheaper to leave essential vitamins and minerals 
in the food rather than taking them out and then 
putting them back again. 


Synthetic Rubbers 


Aside from the use of the synthetic rubbers in 
the manufacture of 100,000-mile tires, they will be 
adapted to many civilian and hospital supplies and 
equipment. The War Production Board has just 
announced that synthetic rubber will soon replace 
reclaimed rubber in such drug sundries as hot 
water bottles, syringes, etc. Rubber tubing, cathe- 
ters, and other surgical equipment are now being 
made with Neoprene, one of the synthetic rubbers, 
and experiments are constantly going on with the 
new plastics, some of which have already proved 
their worth in these products. Some of the new 
synthetic rubbers are far superior in resistance 
- to the deteriorating effects of oil, gasvline, and 
certain chemicals. Some are also more resistant 
to abrasion than natural rubber. One manufacturer 
of casters is now equipping its caster wheels with 
Monsanto Resinox treads, a plastic. One of the 
most interesting developments is the use of one of 
the vinyl resin plastics for coating fabrics. The 
total production of this at present is used for coat- 


ing military fabrics, but it is known to make one 
of the most satisfactory water resistant fabrics. 
It far surpasses rubber sheeting in its resistance 
to oil and chemicals encountered in a hospital. 
The Hospital Bureau’s preliminary investigation 
indicated that there are now several products 
which will be available after the war which will 
be far superior to the rubber coated sheeting 
widely used in the past. 

Faced with the necessity of developing substi- 
tute materials, the research men in this country 
have brought out in many instances products 
which are superior to those developed in other 
countries and even equal to nature’s best. The 
Japanese took all of our sources of quinine away 
from us. A satisfactory substitute, Atabrine, chem- 
ically known as quinacrine, had been developed 
by the Germans but the process was not known 
by American chemists. Our chemists have, how- 
ever, perfected this product so that it is compar- 
able in every respect with that made in other 
countries. 


Enamel utensils which we have had to go back 
to during the war emergency will, no doubt, be 
discarded after the war is over. The great abun- 
dance of aluminum alloys and stainless steel will 
make it possible to replace almost all enamel prod- 
ucts at comparatively low cost. We will see much 
of the painted and enameled equipment now used 
in hospitals entirely replaced by stainless stecl 
and aluminum alloys. 


The ramifications of the war and technological 
developments are so extensive that we cannot 
begin to cover them in this brief report. Probably 
at no time in the history of hospitals has there 
been greater need for a central technical agency 
to analyze, compare, and judge the effectiveness 
of the new materials and designs with which the 
hospitals will be flooded in the not distant future. 





Rationing Affords Nurses Two-Way Shoe Wardrobe 


Nurses—OPA recognized your special footwear 
needs when it planned the shoe rationing program. 
Being members of such a vital profession, you 
rate a two-way shoe wardrobe, so to speak, and 
you can get duty shoes or street shoes actually 
needed by following this simple procedure: 


Use your stamp No. 17 to buy any type of shoe 
you want. Detach it from the book in the presence 
of the sales person (unless you order by mail— 
then tear it out and send it with your order). 


Your stamp spent, and you need another pair 
of shoes, you may use the stamp belonging to a 
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member of your family, provided you live in the 
same household. If there is no stamp No. 17 avail- 
able, and you have less than two wearable or re- 
pairable pairs of the type of shoe you require 
(either street or duty shoes) you may apply to 
your local War Price and Rationing Board for a 
Special Shoe Stamp which will entitle you to buy 
another pair. 


Of course, if your hospital furnishes your duty 
shoes, without charge, it is the hospital that makes 
application. The hospital applies for a group cer- 
tificate at the District OPA Office for your duty 
shoes and those of the other nurses in training. 
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Food Allowances for Hospitals 


United States Department of Agriculture 
Washington, D. C. 


Food Distribution Administration 
April 16, 1943 


American Hospital Association 
18 East Division Street 
Chicago, Illinois 


Gentlemen: 


We are interested in knowing what effect the 
food rationing and other wartime conditions have 
had on hospitals. 


Has it been found necessary to make changes in 
menus, varieties, portion sizes, prices, or in the 
basic meal allowance? Has it been necessary to 
change eating hours or types of service because of 
labor conditions? These are merely suggested 
points in which we are interested. Many others 
will immediately occur to you. 


Will you please write us fully what your experi- 
ence has been. 
Very truly yours, 
(Signed) 
Mitton A. ROSENFELD 
Consultant, Restaurant Division 
Wholesalers & Retailers Branch 


* * * 
April 19, 1943 


Mr. Milton A. Rosenfeld 

Consultant, Restaurant Division 
Wholesalers & Retailers Branch 

Food Distribution Administration 

United States Department of Agriculture 
Washington, D. C. 

My dear Mr. Rosenfeld: 

I have your communication under date of April 
15. Reports from a majority, if not all, of our hos- 
pitals are that the effect of food rationing and other 
wartime conditions on hospitals is very unsatis- 
factory. 
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The consumption of foods by hospitals is always 
much lower than that which in the aggregate is 
consumed by the same number of persons who are 
well and in good health in their homes, and this 
has been reduced to a point where the hospitals 
are finding it very difficult to provide proper 
menus and sufficient food for their patients and 
their employees as well. 


Our reported consumption of fresh meats in the 
hospitals of the United States averaged, in normal 
times, in the neighborhood of 125 to 130 pounds 
per year per person. This was supplemented, of 
course, by fish, fowl, and salt meats such as ham 
and bacon. Every edible portion of the fresh and 
the salt meat and other, such as fowl, was used for 
food in the hospitals. The bones and the rinds of 
the ham and other waste were put into the steam 
cookers and from them nourishing stocks for soup 
were made. The trimmings were ground up for 
sausage, hamburger, and other meats. The cooked 
meats that were unused were ground and made 
into meat loaf or meat balls and served in an ap- 
petizing manner. The very drastic and, in my 
opinion, the very unnecessary reduction in the 
allowance of this class of food has entailed a se- 
rious handicap upon the patients in the hospitals 
of our country. No sick person ever consumes as 
much in the hospital as he does in his home when 
well, and yet the food ration permitted the sick in 
the hospitals has been reduced to far below that 
which the patient would be allowed were he tak- 
ing his meals at home. 


The provision made that “an additional allow- 
ance of food or special foods might be obtained for 
individual patients when needed, upon certifica- 
tion by their attending physician” is so surrounded 
by delay and by red tape that it is impractical and 
impossible to work out satisfactorily. The result is 
that the patient goes without the needed food. This 
whole matter ought to be the subject of a careful 
survey and a closer study made by representative 
hospital people and by representatives of the Food 
Administration. 
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I am sending an editorial which appeared in 
HOSPITALS, the Official Journal of the American 
Hospital Association, in its last issue. 


It has been necessary to change menus, reduce 
the varieties of food served, cut the portions, and 
make sizeable reductions in the basic meal allow- 
ances in order to meet the food allowances under 
the present administration orders affecting hos- 
pitals. The prices, of course, have mounted con- 
stantly, but that would be of small moment if 
suitable food could be provided in necessary quan- 
tities for the patients and the employees of the hos- 
pitals. The present program has not been based 
soundly. It has not taken into consideration the 
needs of the sick nor of the people who serve them. 
It has violated a very definite promise made in 
Washington to the hospitals, that hospitals would 
be given special consideration and that sufficient 
food to serve the patients would be granted. On 
the contrary, the amount has been reduced and 
restaurants, drugstores serving luncheons, and 
other institutions of this character are in a much 
more favorable position as far as quantity and 
variety of food is concerned than are the hospitals 
and their patients and employees. 


The order that the hospital pick up the food 
rationing books for patients who have been in the 
hospital for a period of eight days or over cannot 
be applied, and for obvious reasons. The patients 
will not or cannot turn these ration books over to 
the hospital, and the hospital, of course, cannot 
deny them food while they are patients in the hos- 
pital. 


The labor situation has changed the method of 
serving meals, hours of serving meals, and types 
of service as far as meal service is concerned 
would not have been tolerated in anything like 
normal times. Hospitals are getting by with this 
sort of service because the hospital authorities 
and employees and the patients are war-con- 
scious. They are not inclined to blame, and do not 
blame, the hospitals for the existing bad situation, 
and they do incriminate—and I am sure with much 
justice—the present Food Administration in its 
allowance of food to hospitals. 


Our complaints from hospitals are coming in 
daily and emphatically. Written as well as verbal 
protests have been presented. The matter has been 
thoroughly discussed by the representative of the 
hospitals in Washington. Definite commitments 
have been made by the Food Administration so 
far as hospitals. and their patients are concerned, 
and definite violations of these commitments have 
resulted. It is difficult to incriminate those who are 
concerned with this breach of faith with the hos- 
pitals. 


This country is facing a more serious food short- 
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age than it has already experienced. Any estimate 
of increased food production in 1943 was due more 
to enthusiasm than it was due to any presented 
facts. Meat production is going to decline in spite 
of the increased number of animals born. The rea- 
son is the lack of food to feed animals, lack of man- 
power to raise this food and to care for these ani- 
mals in their growing stage. The substitutes for 
some of the ordinary foods for both man and beast 
are neither potentially valuable for nutritional 
purposes as has been described, nor sufficient in 
growing quantity to furnish a properly balanced 
food ration for the man, well or sick, or for the 
beast that is growing the meat. There will perhaps 
be an increased vegetable production. This is 
doubtful. Whatever increase there is will be 
through victory gardens, but this may be, and 
probably will be, offset very largely, if not com- 
pletely, by the reduction in large acreages of vege- 
tables for canning, due to lack of manpower in 
agricultural workers. 


There will be an increase in the production of 
fowl. There will be a surprisingly large increase 


’ for the first hatches, but this will be reduced ma- 


terially after the first crop of fryers and broilers 
has been consumed. The mortality in baby chicks 
this year is abnormally high, feed is scarce and ex- 
pensive, and the growers’ profit is completely 
wiped out by the cost of the initial stock of chicks 
and by the mortality experienced with baby fowl, 
and by the increased cost of feed and labor to take 
care of the fowl. I am confident that there will be 
a marked reduction in fowl production after the 
first hatches. 


In your letter you have invited a frank criticism. 
This letter has been plain, it has been factual, it 
has been emphatic. In my opinion there is no point 
in compromising with the actual facts in any sort 
of an explanation that the hospitals can get along 
satisfactorily under the present food allowances 
and labor conditions. Those in authority should 
know the facts, however brutal they may be. They 
should take the initiative in correction, as far as 
they are able to do so, of the errors that have been 
so well demonstrated. In correcting these errors 
the authorities should make use of practical hos- 
pital administrators and their purchasing agents. 
There is a satisfactory solution for the existing 
problems and the present evils may be entirely 
eliminated. But if this is to be accomplished, prac- 
tice must be substituted for theory; and the advice 
of practical, experienced people be substituted for 
the advice of theorists. 


Very respectfully yours, 


Bert W. Caldwell, M.D. 
Executive Secretary 
BWC/am 





Adjustments in the Basic Curriculum 
in Nursing Education 


NELLIE X. HAWKINSON 


rectors of the National League for Nursing Edu- 


: A COMMUNICATION sent out by the Board of Di- 


cation to ail state approved schools of nursing 
in the United States, there appears in the intro- 
ductory paragraph this statement: 


“In this critical period when there is an un- 
precedented demand for graduate nurses for 
both military and civilian services we (the 
Board of Directors) believe that all those who 
are concerned with nursing schools should 
give immediate consideration to making ad- 
justments in their educational programs. In 
making these adjustments it is important that 
the essential elements of a sound preparation 
for professional nursing be maintained. The 
responsibilities that are being placed on nurses 
were never greater and according to all in- 
dications these will be greatly increased in 
the post-war period.”* 


The Five Recommendations 


There then follows five recommendations which 
should like to quote: 


“1 That schools offering the three-year 
curriculum, plan to complete within thirty 
months all organized instruction and clinical 
experience in at least the four major services, 
medicine, surgery, obstetrics, and pediatrics, 
leaving six months free for supervised prac- 
tice wherever needed in the hospital. This 
arrangement would also make it possible, 
should a plan be worked out in cooperation 
with Army and Navy hospitals, for students 
who choose to go into military service to have 
such an affiliation during this six months; or 
later, if the need becomes more acute, stu- 
dents might be released to enter military serv- 
ice at the end of the thirty months. 


“2 That, where state laws permit, an ac- 
celerated program be planned for students 
admitted with two to four years of approved 
college preparation which would make it pos- 


*A.J.N., October 1942, “Curriculum Adjustment,” p. 1182. 
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sible for such students to be graduated at the 
end of twenty-four to twenty-eight months. 
The length of time should be determined on 
the basis of the previous educational prepara- 
tion of the student and her level of achieve- 
ment in the school. 


“3 That schools of nursing critically ex- 
amine their curricula and eliminate duplica- 
tions in instruction and nonessential activities, 
giving emphasis to those elements in the cur- 
riculum that are most vital in terms of present 
and probable future needs. 


“4 That every effort be made to extend the 
use of auxiliary personnel in so far as this can 
be done with safety to the patient. 


“5 That in view of the greatly enlarged 
number of student nurses and auxiliary per- 
sonnel in hospitals, definite measures be taken 
to retain and stabilize teaching and super- 
visory staffs to provide for the adequate prep- 
aration of students and the proper supervision 
of auxiliary workers.” 


There will undoubtedly be a few who will think 
that these recommendations do not go far enough 
in providing for the unprecedented demand for 
graduate nurses with which we are faced and there 
will be others who will think that they tend to 
encourage the breaking down of those standards 
which are essential to sound preparation in nurs- 
ing. 


It is my purpose to indicate briefly some of the 
thinking which lies back. of these recommenda- 
tions, with the hope that they may thus be better 
understood. 
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Quality as Well as Numbers Essential 
to Meet Needs 


It should be stated, first, that the nursing pro- 
fession cannot meet the needs of military and 
civilian nursing services through numbers alone— 
quality of preparation must be considered as an 
essential factor in meeting these needs. On the 
basis of experience, our Canadian and English 
sisters tell us that nursing in this war calls for 
the broadest type of preparation. The tasks which 
confront nurses are both many and varied includ- 
ing every aspect of nursing service. The increased 
responsibilities which nurses in civilian services 
are now being asked to assume are well known 
to all of you and need no further comment here. 


Our Concern for the Post-war Period 


There is also the post-war period for which we 
must have concern, and certainly there is every 
indication there will be a tremendous need for 
all types of health workers, including nurses, with 
the broadest type of preparation to participate in 
the re-building of a shattered, sick, and impov- 
erished world. As one analyzes these various 
needs, it is more evident that quality of prepara- 
tion must not be sacrificed in planning for the 
acceleration of preparation. The essentials of 
sound education must be provided. 


It is a significant fact that after three years of 
war the English schools of nursing have not low- 
ered their standards of preparation. Miss Virginia 
Dunbar, assistant director, Nursing Service, Amer- 
ican Red Cross, who recently returned from a trip 
to England, states in an article which appeared 
in the American Journal of Nursing that the 


“Training of nurses has been carried on under 
difficulties, but with the determination not to 
lower standards. Nurses are now being gradu- 
ated who have entered training since the war 
began and British nurses are glad that they did 
not give in to the pressure to ‘win the war and 


999 


train nurses afterwards’. 


A timely warning for us and worthy of careful 
consideration. 


The Responsibility of the Schools of Nursing 


I do not mean to suggest in what I have said that 
we are holding out for maintaining the status quo. 
Far from it. It is our firm belief that it is the re- 
sponsibility of every school of nursing to critically 
evaluate its educational practices in the light of 
present-day needs and conditions and to make 
those adjustments which seem indicated on the 
basis of such an analysis. Many schools are already 
doing this. Increased enrollments have created the 
demand for a re-adjustment of the pre-clinical cur- 
riculum. To meet this, a goodly number of schools 
have sought the help of educational institutions. 
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Pre-clinical courses have been centralized and 
faculties shared. 


Instruction in Clinical Courses 
Becoming More Difficult 


With the increasing shortage of doctors, securing 
instruction in the clinical courses is becoming more 
difficult. Here, too, instructors are being shared 
and some courses are being combined—such as 
medical and surgical nursing. 


Ward teaching programs are being analyzed to 
make sure that repetition and overlapping of con- 
tent are eliminated, and that the time used is jus- 
tified under present conditions. Attention is being 
directed toward the simplification of nursing prob- 
lems and routines are being studied to make sure 
that time is being well spent. These and many 
other things are being done—nursing schools are 
already very much on the job. 


Nursing School Program Can Be Condensed 
Without Jeopardizing Sound Preparation for 
Nursing 


The recommendations presented which suggest 
condensing the nursing school program into 30, 28, 
and 24 month periods are based on the conviction 
that adjustments should be considered in the light 
of present needs and conditions, and that these can 
be made without jeopardizing sound preparation 
for nursing. It cannot be done, however, in a hap- 
hazard manner and accomplish the desired ends. 
Just lopping off 6, 8, or 12 months is not the answer 
to the problem. There must be an analysis of each 
unit of study and experience in terms of its value 
in the education of nurses. Non-essentials, and un- 
necessary repetition, will need to be eliminated 
and provision made for a better balance of experi- 
ence in the various clinical services. 


This is not going to be easy at a time when nurs- 
ing school faculties are becoming dangerously de- 
pleted—but the “will to win” will help us to do 
many things that we might have thought impos- 
sible in normal times. 


It is our belief, however, that the time is here 
when definite steps must be taken to retain and 
stabilize teaching and supervisory staffs. In using 
our available “nurse-power,” we must see to it 
that every nurse is being used where she can make 
the greatest contribution to the war effort. 


Although we recognize that no central group 
can tell schools how they can best adjust their edu- 
cational programs to meet the present emergency, 
it was thought that some suggestions, general in 
character, might be of help. The Committee on 
Educational Problems in Wartime of the National 
League of Nursing Education is, therefore, prepar- 
ing some material which, we hope, will prove of 
some value in helping schools to modify their cur- 
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ricula. We have three different lines—one for the 
30-month course; one for the 28-month program; 
and the other for the 24-month program. We have 
tried to include in the three different periods of 
time all of the essential experiences. The time, of 
course, has been reduced in some of them. 


We are not thinking in terms of having those 
schools provide affiliation for their student psy- 
chiatric nurse and eliminate those experiences. I 
understand there has been some misunderstanding 
because they interpreted the first recommendation 
as meaning that. I think that all of us who know 
anything about war and its results will appreciate 
the importance of giving students some prepara- 
tion in psychiatric and in public health nursing, 
even though it may be more limited than we have 
given in the past. 


The suggestion that students entering schools 
with two or more years of general education 
beyond high school, be permitted to go forward 
as rapidly as previous preparation, ability and 
achievement in essential experiences will permit, 
is no innovation. A limited number of schools have 
for a great many years been following this prac- 
tice. Present needs would seem to warrant a fur- 
ther extension of it. The college woman is being 
sought for many types of war activity. We need 
her in nursing also, and we would indeed be short- 
sighted if we failed to adjust our educational pro- 
grams in terms of her previous experience, 
achievement, and needs. 


Using the Summer Quarter on Vacation Period 


In considering the acceleration of nursing pro- 
grams it is important to point out also that the 
kind of acceleration which has been made effective 
in many colleges and universities during the past 
year—through the use of the summer quarter or 
the vacation period of 12 or more weeks—is not 
possible in schools of nursing which are already 
operating on a 48, 49, or even 50-week year. To 
accelerate by decreasing vacation time for students 
in schools of nursing would indeed be folly, and 
could hardly be justified at a time when the main- 
tenance of personal health is of such great impor- 
tance in the war effort. 


Plans for acceleration must also be based on a 
recognition of the importance of student nurse 
service to civilian institutions, whose graduate 
nurse staffs are becoming more and more depleted. 
The recommendation that the 36-month period be 
continued (for high school graduates), and that all 
organized instruction be completed within 30 
months, freeing the last six months for supervised 
experience, was made with this need in mind. 


A noted educator is quoted, concerning the Presi- 
dent’s proposal to draft 18 and 19 years old boys 
in the Army: 
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“We are willing to sacrifice to the limit to win 
the war, but I would like more evidence of a thor- 
oughly sound policy of distribution of manpower 
before being convinced that so great a sacrifice as 
combat service for boys of 18 and 19 is warranted.” 
I think that nursing educators might think of their 
problem in somewhat the same way. Those of us 
concerned with nursing education are willing to go 
the limit to win this war and to sacrifice standards 
of nursing preparation, if that is needed, but before 
doing that, we should like to feel sure that our 
available graduate nurse power is being used as 
efficiently and economically as possible both in 
civilian and military services. This means— 


Getting back into service every qualified 
graduate nurse. 


Assigning the nurses where they are most 
needed. 


Supplementing graduate nurse service with 
an increased number of auxiliary nurses. 


We should also want to feel sure that by sacrific- 
ing “quality” of nurse preparation, we would be 
rendering our best service to the nation. At the 
present moment we are not convinced of it. 


In a recent issue of HOSPITALS, in an editorial 
entitled, “Why Not Train and Use Volunteers in 
the Nursing Service,” appears this statement: 


“The nursing profession has never failed in 
the full discharge of its obligations to the Gov- 
ernment in times of war, nor to the communi- 
ties in times of peace. With full cooperation, 
the plan proposed will succeed, the required 
number of trainees will probably be secured, 
and the satisfactory training of the potential 
registered nurses will be inaugurated. 


“With the Government, the nursing profes- 
sion, and the hospitals all in sympathy with 
the plan and working in full cooperation, it 
will succeed. The armed forces will maintain 
their desired quota of nurses, and the hospitals 
will be able to maintain a satisfactory nursing 
service.” 


The plan referred to does not apply to the recom- 
mendations I have been discussing, but I have read 
the quotation because it expresses so well what is 
fundamental to whatever plan is effected, and, that 
is, a belief in and the acceptance of the cooperative 
approach in attacking our problems. 


Nurses will answer the call of this crisis as they 
have answered the call of other crises in the past, 
and they are prepared to work in full cooperation 
with Government, medicine, hospitals and other 
groups in serving the Nation and in contributing 
to the achievement of Victory. 
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Medical Record in Wartime 


BENJAMIN W. BLACK, M.D. 


trious Greek physician, Hippocrates, sat 

at the bedside of his patients, examined 
them thoroughly and then wrote accurate, concise 
clinical records. His notes were full and complete; 
his style was simple, precise, and dignified. He 
noted the patient’s condition in detail including 
facial appearance, temperature, pulse and respira- 
tion, excreta, sputum, localized pain and move- 
ments of the body. It is said that above all he wor- 
shipped the truth. Garrison, the medical historian, 
states that he accomplished his medical work with 
no other instrument of precision than his own open 
mind and keen senses, and his descriptions are 
models of their kind. With such a heritage and 
such an example, physicians today, too, have pride 
in their detailed accounts and accurate descriptions 
as found in medical records. They have at hand 
every modern facility for diagnosis and treatment; 
but they must be given every assistance, encour- 
agement, and cooperation in order that medical 
records may be properly prepared, to be used in 
the best interest of the patients and for the ad- 
vancement of medical science. 


MM THAN two thousand years ago the illus- 


Values of Properly Kept Medical Records 


When properly kept, medical records have very 
well recognized values. They serve the patient in 
his illness and have a potential future value should 
the patient again become ill. Every illness, even 
though minor in character, involves extensive 
Study following examination of the patient. It is 
utterly impossible for all of this detail of informa- 
tion to be carried in the mind of any individual, 
and to become readily available, it must be re- 
corded. Accuracy of diagnosis and efficiency of 
treatment are dependent upon all data concerning 
the patient and his illness being at hand for his aid 
as he treats the patient. 


Medical Records the Bases of Medical Accounting 


Medical records serve as a basis from which all 
medical accounting is made. It is expected that 
they shall contain statements made by trained ob- 
servers, accurately record the conditions found 
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upon examination, and indicate the results of med- 
ical care and treatment. From these data and their 
analysis, the quality and quantity of work may be 
determined. This is not only a primary statement 
of immediate results but it has its greatest value 
when it leads to a determination for results. The 
patient may have died: and his death may have 
been inevitable, or he may have died from pre- 
ventable causes. In either case, attention is di- 
rected to the facts of recovery or death which 
should lead to a search for reasons with applica- 
tion of measures to prevent future failures. 


Responsibility of the Hospital 


The hospital is responsible the same today as it 
has always been for knowing the exact results of 
treatment and the outcome of the care of patients. 
In the light of modern teaching it is not sufficient 
to know that the patient was admitted and dis- 
charged; if the patient was improved during his 
stay in the hospital, there must be information as 
to what contributed to that improvement. If the 
patient becomes worse after admission or his im- 
provement was retarded, there is a greater obliga- 
tion to make comparisons of treatment applied and 
results obtained. Much money is spent in the pur- 
chase of equipment for the rendering of modern 
medical care, the expenditure of which must. be 
justified by the results achieved. 


The production sheet of the hospital must show 
the results of the application of scientific medicine 
in lives saved, patients cured, and diseases re- 
tarded. These sheets must also reveal the results 
of treatment when improvement follows, or if un- 
favorable, record complications and death. Only 
from such data can an accounting be made which 
will justify the continued expenditure of money 
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for equipment and supplies, personnel and man- 
agement of the modern hospital. 


Value of Medical Records to the Physician 


These records, too, are of value to the physician 
who must daily add to, adjust or replace medical 
knowledge in order that he shall keep step with 
the march of medical science. If he uses the mate- 
rial at hand, this information constantly being 
accumulated will be found of greatest value as it 
permits him not only to make individual studies 
but also to complete group studies with a resulting 
careful analysis of end results. Through them he 
can the better evaluate his method of diagnosis 
and therapy and thus be better able to equip him- 
self to carry on his own general practice. When 
through analyses, the physicians continue to study 
in detail the successes and failures in the hospital, 
they are also able to compare their own results 
with results reported elsewhere. They are permit- 
ted to constantly inquire into the reasons for such 
results whether they are good or not so satisfac- 
tory. 


During recent years, malpractice suits and med- 
icolegal cases against hospitals and physicians have 
increased in number. An accurate and complete 
medical record is of untold value in legal defense. 


The modern hospital is an institution that has 
direct responsibility for the care and treatment of 
patients. An adequate record system must be 
maintained. No particular system or set of forms 
is demanded, since requirements are not the same 
under varying circumstances, but the content of 
the complete medical record is well known. If it is 
used, it permits a monthly and annual analysis of 
hospital service in order that the staff may not only 
be in a position to locate clinical findings recorded 
but also methods of handling the patient. 


Every board, every superintendent and every de- 
partment head has a definite responsibility to the 
public for the proper conduct of a hospital. If the 
hospital fails to meet its moral obligations or obli- 
gations imposed by law, such failure may consti- 
tute an offense which may lead to fine or imprison- 
ment, or result in serious loss of prestige. Should a 
suit be filed against the hospital where it is charged 
that the patient was not properly treated or that 
the hospital failed to meet the requirements on the 
basis of known standards for giving medical care, 
there can be no substitute for adequate medical 
records. Where there is laxity in keeping records, 
malpractice suits are always embarrassing to the 
hospital and to the physician when called upon 
to testify in their own defense. 


Value of Records in Solving Health Problems 
of the Community 


Medical records have a continued value in help- 


52 


ing the solution of health problems in the com- 
munity. Many of the cases in the hospital require 
study; recorded data permits investigation looking 
toward the solution of the problems that have ap- 
peared in connection with the incidence of com- 
municable disease and other community medical 
problems. Successful research is possible only 
when work that has been done in scientific medi- 
cine is properly recorded. The modern hospital, 
through this recorded data, should be a reservoir 
of scientific knowledge, available at all times to 
medical research. From the keeping of no records 
of any kind or scant records there has been, over 
the past twenty-five years, a marked improvement 
in this recording. A few scant notes made by the 
nurses or an occasional description of sgme unusual 
case was the rule rather than the exception. Now, 
modern medical records contain accurate and com- 
plete descriptions of diseases, the treatment and 
care of the patient, and have their greatest value 
when they are filed in an accessible manner for use 
by the staff in the hospital. 


Medical Records Must Be Kept Complete and 
Accurate in the War Emergency 


The completed medical record is not easy to 
keep. It requires the care and attention of many 
responsible persons whose time is oftentimes taxed 
to capacity and who may have mixed emotions 
relative to the importance of the records that are 
kept. No one would propose that records shall not 
be kept in time of this war emergency; they must 
be kept complete and accurate. We are today con- 
cerned with the adoption of methods to permit 
their keeping with reduced personnel, the lack of 
equipment or inability to secure it, and with scarc- 
ity of materials under the present war conditions. 
It is quite necessary that all departments in the 
hospital study and analyze the methods of doing 
things to accomplish the many services still re- 
quired. Every department is confronted immedi- 
ately with the increased demand for labor and the 
reduced personnel found to carry on the work at 
hand. It is necessary to eliminate unnecessary 
procedure and avoid duties that may be routine 
and that do not now particularly fill an immediate 
need. Medical records must undergo such scrutiny. 
If they have had value at any time, this value is 
no less in wartime. 


Far and wide there have not been adequate 
recorded data in the record room to justify the end 
desired. Any material cutting down on forms or 
any reduction in the recording of scientific data 
would not be acceptable at this time and would 
prove a great loss, from which we shall never be 
able to recover. 


The present emergency, then, demands that we 
shall make diligent inquiry as to the best and 
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simplest methods of maintaining adequate records. 
We must be agreed that the standards which have 
been set must not be particularly lowered. The 
quality of the medical records often indicates the 
quality of medical service. Much can be done, 
however, to simplify our work and make it less 
arduous. Our attention should be directed to econ- 
omy of space; the size of the room; the placing of 
furniture and equipment; the manner of securing 
material and supplies; the accessibility of the room 
to the several departments of the hospital; the 
equipment should be such as to make it as utili- 
tarian as possible; methods of securing the use of 
the records should be simplified; and difficulties 
in securing records should be eliminated. 


There are shortages in steel for filing cases; in- 
creasing shortages of paper, rubber bands, erasers 
and all types of office supplies. In spite of these 
shortages, the records should be full, complete and 
readily available, with an economy consciousness 
directed toward saving of time and material. More 
careful work is required with fewer errors; little 
loss of motion by possible rearrangement of desks 
and the filing cabinets will be helpful in saving 
time; open shelf filing and the use of cardboard 
trays may be substituted for steel indexing equip- 
ment; the use of both sides of paper and the pos- 
sible elimination of unessential data will result in 
saving of time and space. Conservation of the time 
of the record librarian by delegating work that can 
be done by a clerk will oftentimes save the skilled 
duties for the more skilled worker and allow op- 
portunity to do the work which she alone is best 
able to perform. 


Training Record Clerks 


Clerks not so skilled may easily be taught to 
perform many simple duties now handled by the 
librarian. Volunteers who work under trained per- 
sonnel can be made of considerable assistance. If 
volunteers are used, it must be understood that the 
time spent should be consistent if her work is to 
be effective. Even though she may be well edu- 
cated or even brilliant she cannot be expected to 
do adequate work unless she has had some period 
of training, which should be organized, planned in 
its performance, and supervised to eliminate error 
and to permit effective service. Records may be 
made more readily available and their return ex- 
pedited if the procedures are simplified without 
the necessity of the librarian wasting time by per- 
sonally going about, locating and returning them 
to the record room. . 


Conserving the Time of the Physician 


The time of the busy physician must be con- 
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served. This can be done by adopting the plan so 
that he will have at hand the records required, 
using the least amount of time and effort in secur- 
ing them. More clerical assistance may be the solu- 
tion. A messenger service may be of vital impor- 
tance if the conservation of time of skilled technical 
and professional people is accomplished. Histories, 
physicals, and other parts of the records should be 
dictated to competent stenographers at the con- 
venience of the physician, rather than attempt to 
adjust his time to the routine of office procedure. 


The Necessity of a Continuous Scientific Appraisal 
of the Record’s Contents - 


If the quality of the record is maintained, there 
must be a continuous scientific appraisal of its con- 
tents. This is best accomplished by a medical rec- 
ords committee, for which there can be no substi- 
tute; physicians must make these appraisals, for 
they alone can judge the quality of the records and 
whether they contain sufficient data to justify the 
diagnosis and warrant the treatment. With the in- 
creasing duties placed upon the physician, the task 
of the record committee should be made as easy as 
possible. Many little services can be performed by 
the record library before the time of appraisal, 
rather than take the time of the committee to do 
work which can be better performed by others. 
Thus, a check for missing signatures, determina- 
tion that the progress notes are completed, that the 
sheets are arranged in order and easily checked, 
with summaries completed where possible, will all 
help to make the supervision easier. 


With the help of the medical records committee, 
unnecessary recording may be eliminated. A re- 
view of all forms for their completeness or revision 
may be of help. Some attention might be given to 
manner of expression. It is not easy nor common 
to express one’s thoughts on paper clearly and con- 
cisely, and there are very few who in the hurry 
of the day can write briefly and yet clearly express 
the findings that should go in the record. There 
should be encouragement to brevity and clearness 
of expression; the record committee could well 
make this an appropriate subject for discussion, 
having in mind the value of the recorded statement 
not alone for the records, but an aid to clear, con- 
cise thinking. Much can be done in this wartime to 
maintain adequate records, at the same time doing 
so with reduced personnel, with fewer doctors in 
attendance, with fewer materials and lack of time, 
but all utilized completely and made most effective 
by cooperation of the entire staff. Good medical 
records become as vital as any other operation in 
the modern hospital. 








Tri-State Hospital Assembly 


Rationing, Priority, Manpower Problems to be Featured 
May 5, 6, 7, Palmer House, Chicago 


HE GENERAL THEMES of the three morning Gen- 

eral Assemblies of the 1943 Tri-State Hospital 

Assembly will be: “Food Rationing as Applied 
to Hospitals”; “War Production Board and Priori- 
ties as Related to Hospitals”; and “Personnel Prob- 
lems of Hospitals During Wartime,” to be held 
Wednesday, Thursday, and Friday mornings re- 
spectively, May 5 to 7. 


Among the speakers at the Wednesday morning 
session will be Archie Palmer of Washington, 
deputy chief, Food Rationing Branch, Office of 
Price Administration, in charge of institutional 
rationing. The opening remarks will be given by 
Clinton F. Smith of St. Louis, superintendent, St. 
Louis City Hospital, speaking on “The Importance 
of Maintaining the Health of the Nation on a High 
Level During the War.” 


A talk on “How the Rationing of Food Can Be 
Applied to the Daily Menu” will be given by Ella 
M. Eck, chief dietitian of the University of Chi- 
cago Clinics, and Miss Eck will also be the co- 
ordinator of a panel round table conference on 
food rationing problems, with collaborators from 
the standpoints of— 


Hospital Administration 
Grace T. Crafts, Madison, Wisconsin 
Sister Andrea, Indianapolis, Indiana 
Food Service 
Mary M. Harrington, Detroit, Michigan 


Food Purchasing Problems 
Henry J. Nolan, Chicago 


Nutrition 
Clifford J. Barborka, Chicago 


Food-Selling Problems 

Sherman Sexton, Chicago 

Rev. John W. Barrett of Chicago will open the 
Thursday morning session with remarks on “Ad- 
justing Our Manner of Living to Wartime Condi- 
tions,” to be followed by Everett W. Jones of 
Washington, head hospital consultant, War Pro- 
duction Board, speaking on “Hospital Relation- 
ships and Priorities.” Earl C. Wolf, director of 
purchases, St. Mary’s Hospital, Rochester, Minne- 
sota, will discuss “Conservation of Hospital Fur- 
nishings, Equipment and Supplies.” Mr. Jones 
will be the coordinator of the panel round table 
conference which will follow, with collaborators 
from the standpoints of hospital administration, 
business management, purchasing policies, hospital 
construction, research, sales policies, and efficiency. 
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Dr. Bert W. Caldwell will open the Friday morn- 
ing General Assembly with remarks on “The Hos- 
pital in Wartime, Fulfilling its Functions and 
Obligations to the Community and the Armed 
Forces,” followed by William H. Spencer of Chi- 
cago, regional director, War Manpower Commis- 
sion, speaking on ‘‘Relation of Manpower 
Commission to Hospitals in Respect to Personnel 
Problems.” James A. Hamilton of New Haven, 
president of the American Hospital Association, 
will speak on “Maintaining Adequate Professional 
and Nonprofessional Personnel in Hospitals Dur- 
ing Wartime” and will be the coordinator of a 
panel round table conference on personnel prob- 
lems, with collaborators from the standpoints of 
executive, medical, nursing, technical, domestic, 
utilities, sanatorium and volunteer personnel. 


Several luncheons are scheduled, among them 
the Administrators’ Luncheon on the first day, 
Wednesday, May 5, sponsored by the American 
College of Hospital Administrators, and a luncheon 
for sanatorium superintendents on Thursday, May 
6. The Illinois Hospital Association and the Michi- 
gan Hospital Association are planning to hold 
luncheons on Thursday. 


A Forum on Hospital Problems in Wartime will 
be held on Wednesday evening at 7:30, starting 
with a forty-five minute program presented by the 
Office of Civilian Defense, followed by a round 
table conference in which representatives of hos- 
pitals, governmental agencies, and national organi- 
zations, will participate, and in which all groups 
attending the Assembly will be represented. 


Thursday evening an informal dinner, sponsored 
by the Tri-State Hospital Assembly, will be held, 
with James A. Hamilton speaking on the subject 
of “The Future of the Voluntary Hospital.” Among 
the guests who will be introduced by Chairman 
Malcolm T. MacEachern at the dinner, will be the 
500,000th member of the Chicago Plan for Hospital 
Care. The dinner will be followed by dancing. 


The afternoon sessions will be mainly group 
conferences for the thirty different classifications 
of hospital workers which participate in the Tri- 
State Hospital Assembly. Following them, some 
sections will have business meetings. On Wednes- 
day and Thursday afternoons, from 4:30 to 5:30, 
individual consultation service on specific cur- 
rent problems will be provided, with well known 
authorities acting as consultants. 
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For the final afternoon, Friday, in addition to 
several group conferences, an ‘‘Information, 
Please” Session, to which all groups are invited, 
will be held. This session will be sponsored by the 
Administrators’ Section of the Chicago Hospital 
Council and the coordinator will be Edna H. Nel- 
son, Chicago, administrator, Women and Chil- 
dren’s Hospital. 

Some ninety concerns will be represented in the 
technical exhibit in Exhibition Hall, the exhibits 
to be chiefly of an educational nature, to inform 


hospital people of the possibilities of substitutions 
to solve problems of rationing and priorities, and 
to show ways of prolonging the life of materials 
and equipment on hand. Educational exhibits by 
the sections have also been arranged. 


The state hospital associations of Illinois, Indi- 
ana, Michigan and Wisconsin sponsor the Tri-State 
Hospital Assembly, of which Dr. Malcom T. Mac- 
Eachern of Chicago is Chairman and Albert G. 
Hahn, Evansville, is Executive Secretary. 





Presbyterian Hospital Army Unit Activated 


at Camp Robinson, Arkansas 


Twenty-four doctors and thirty-two nurses of 
the Presbyterian Hospital Army Unit left Chicago 
on March 19 for Camp Joseph T. Robinson, Ar- 
kansas, answering the call for the reactivation of 
Base Hospital 13, which served in World War I. 
At Camp Robinson they joined Lieutenant Colonel 
Homer K. Nicoll, chief of the medical staff, Major 
William T. Willis, administrative officer in charge 
of enlisted personnel, and seven other medical offi- 
cers who, with 365 enlisted men of the Unit, re- 
ported at camp on January 15. 


The Thirteenth has been completely organized 
for several months and while awaiting the activa- 
tion order seven of its doctors and about two- 
thirds of its nurses entered active military service. 
They are now being recalled and transferred to 
Camp Robinson. 


Colonel Lyle S. Powell, at one time a Wyoming 
cow-puncher, veteran of the Mexican border cam- 
paign, member of the French and American air 
units in World War I, and member of the staff 
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of Carlisle Barracks, is commanding officer of the 
hospital. 


Chief nurse First Lieutenant Nelle Crout and 
thirty-one other nurses, all Second Lieutenants, 
left Chicago on the same day. Others now on 
active duty, whose recalls to the Unit have not yet 
been received, bring the number of nurses to 
approximately one hundred. 


The Thirteenth General Hospital began its or- 
ganization in 1940, in response to the request of 
the Surgeon General for the reactivation of Base 
Hospital 13. The original unit served in Limoges, 
France, from May, 1918, until after the Armistice 
was signed. Lieutenant Colonel Nicoll, chief of 
the medical service in the reconstituted hospital, 
served in 1918 as chief of the laboratory service. 
Lieutenant Colonel Miller, chief of the surgical 
service, was a captain and Major Willis a sergeant 
in the original unit. Among the enlisted men are 
several whose fathers served with Base Hospital 
13. 
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Medical Service Audit 


WILMAR M. ALLEN, M.D. 


ical service; it is of prime importance that 

this service be good. We have come far along 
the road from the mysticism of the medicine-man 
and the ancient temples, from the custodial care 
of the middle and early modern ages when the 
function of surgical assistants was to restrain the 
patient and the only anesthesia was the merciful 
collapse induced by agony. Even in the last part of 
the nineteenth century the patient entered a hos- 
pital only when he had nowhere else to go. The 
more fortunate were “hospitalized” in their bed- 
rooms or on kitchen tables. 


Ti: FUNDAMENTAL PRODUCT of hospitals is med- 


Much, perhaps most, of the road remains to be 
traversed. The changing character of hospitals 
depends almost entirely on the evolution of medi- 
cine and its ancillary services. 


It is strange, therefore, that few if any hospitals 
have this service audited in any way comparable 
with that of finances or inventory. It is remark- 
able that such medical audits as are carried out 
are in a sense auditing one’s own books or are 
conducted by one who is not a certified medical 
accountant. 


The Medical Audit 


Probably the most frequent type of medical 
audit is the departmental, and often the results in 
private cases are not studied at all. It is as though 
one accountant audited the payroll account, an- 
other checked the inventory, and a third the ac- 
counts receivable, while no one coordinated the 
various findings or investigated the endowment 
funds. On the other hand, if a member of the 
medical staff, perhaps in rotation, is assigned the 
duty of conducting the medical audit, it is hardly 
possible that his training and knowledge are so 
comprehensive in the various fields of medicine 
as to make his audit adequate. 


I am speaking of the adequacy of medical ser- 
vice—not the apparent adequacy of medical rec- 
ords. I mean doing all those things which should 
have been done and not doing those things which 
should not have been done. I mean competent 
diagnosis, reliable therapy, and care of the patient 
as a whole—not just his “south-east corner.” His 
malnutrition may be more important than his 
hernia, or his gall-bladder disease of greater sig- 
nificance than his acute rhinitis. Tonsillectomy 


Presented before the New England Hospital Assembly, Boston, 
Massachusetts, March 1943. 
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and the irrigation of the paranasal sinuses will 
hardly be effective if the basic cause of the con- 
dition is food allergy. 


Who Is to Conduct the Medical Audit? 


Who, then, is to conduct the medical audit? It 
seems obvious that it can be performed only by 
a group of the medical staff, sound in judgment, 
and sufficiently experienced to cover the major 
fields of medicine. I read your immediate thought 
that there is not time for such a group to review 
all cases, and I agree. But there is time for the 
careful audit of a substantial sample. A small 
percentage of patients, fortunately, constitute the 
basis for such study—namely, those who have 
died in the hospital. I believe that such a “death 
review” is the minimum medical audit; it should 
include every fatal case, ward or private. 


In small hospitals having less than fifty deaths 
per year, the records of all patients placed on the 
“critical list” should be included in order to have 
a sufficient number to be significant. If the med- 
ical staff consists of less than ten or fifteen men, 
it would probably be best to have the review 
made by the pathologist alone. This would be well 
worth while even if one had to be imported for 
a short time for this purpose. 


The medical staff group or committee should 
include the pathologist for obvious reasons. The 
other members should be selected from amongst 
those who regularly make a complete study of 
the patient. An internist and a general surgeon 
should certainly be included. 


Reviewing the Patient’s Record 


Each record is reviewed by at least two mem- 
bers of the committee. No doctor is given his own 
cases. Where necropsy has been performed, of 
course, the audit of results is much more accurate. 
Where there is some doubt from the record, the 
attending doctor or doctors, including the house 
staff, are consulted. Where criticism can be made, 
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the record is submitted to the whole committee 
for final assessment. 


I believe it is a thoroughly tenable position that, 
if the professional care of those who succumb is 
above reproach, the management of the more for- 
tunate who benefit by our care must be likewise. 
About the fact of death there can be no argument, 
and it therefore behooves us to study our failures 
—avoidable or not—with minutest care so that 
each succeeding year shall see more of success 
and less of failure. An individual or group that is 
not vitally interested in the results of its work 
with a view to continual improvement, is at least 
static if not perhaps decadent. 


The Summary Card 


A number of years’ experience with this pro- 
cedure has demonstrated to our satisfaction that 
it is a real audit. A comparison of the first year 
with the latest reveals substantial progress. The 
following list shows the data recorded on the sum- 
mary card. 


DEATH REVIEW CARD 


Name 
H. No. 
. Avoidable O. P.** 
2. Avoidable I. P.* 

. Investigation* 

. Treatment* 

. Record* 

. Diagnosis* 

. Elective 

. Emergency* 

. Hopeless 

. Date of Death 

. Age 

. Sex 

. Prev. Admission 

. Duration P. I. 

. Stay in Days 

. Op. Dr. code 

. Death, days P. O. 
. Preop. prep.* 

. Op. Risk* 

. Seen by Staff 

. Staff Notes* 

. Dr. code 

. Consult Satisf.* 

. Autopsy No.* 
. Com. Member 
. Com. Checked 
. Operation 

. Prim. Diag. A 
. Sec. Diag. A 


Cy 

t 
c 
Cc 


B 

S 
B 
B 
_* Grade 0, 1, 2, 3, 4, = good to bad — use figures. 
** Refers to medical care only. 


+A=proved; B=probable; C= questionable. 
¢List important diagnoses — limit to three. 


Some Frequent Errors 


Among the more frequent errors were these: 
1) the failure to recognize and treat medical con- 
ditions in surgical patients, and to a lesser extent 
in the reverse direction; 2) the attempt of pro- 
cedures beyond the real ability of the particular 
doctor; 3) too great delay in having needed con- 
sultations; 4) insufficient care in substantiating 
and recording diagnoses. 


The findings should be summarized and report- 
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ed to the entire medical staff. Its purpose is not 
individual discipline but group education. In con- 
nection with the report, no doctor’s name is men- 
tioned, but each is offered the opportunity to see 
the comments on his own cases if he desires. I 
should like to re-emphasize that the success of the 
program depends on its being impersonal and edu- 
cational. It is not a question of what the individual 
doctor has done wrongly, but what the staff can 
do better. 

To give an example—in our first audit there 
occurred four deaths following vaginal hyster- 
ectomy. Each operation was performed by a dif- 
ferent physician, each case by itself seemed a 
calamity that happens under the best of circum- 
stances, but together indicated the need for a 
study of this situation. Since then, there have 
been fewer such operations and no deaths. 


Obviously, only doctors can make such an audit, 
and it is to be hoped that the medical staff will 
initiate and conscientiously carry out this proce- 
dure. It is not a matter of witch hunting but of 
truth hunting. If the staff does not adopt the 
“death review,” I think it is proper that the trus- 
tees or board of directors request them to do so. 


In some ways, the doctor is a peculiar breed. 
Throughout his training and practice, his develop- 
ment is that of an individualist. The study of and 
relationship to the patient, the responsibility for 
making positive decisions, and the relative lack 
of the need for organization or administration con- 
trive to make him so. He is used to giving orders, 
not to receiving them, and hence does not take 
kindly to coercion. On the other hand, he is at- 
tuned to appeals for help and usually responds 
readily and generously. An understanding of this 
make-up will solve many problems and answer 
many of the questions propounded at round table 
discussions. In my experience, the doctor who does 
not respond to a reasonable appeal is a distinct 
exception. 


Reporting the Medical Audit to the Staff 


The medical audit should be reported to the 
entire medical staff annually. It should not be 
reported to the board of directors and probably 
not to the administrator, but they have a right and 
duty to know that this review has been carried out 
effectively. Experience has shown that this pro- 
cedure will largely eliminate inadequacies and 
sustain a high level of medical care. 


Death is not debatable—it represents a medical 
failure due, of course, in great part to the inade- 
quacy of our present knowledge. A study of the 
records of the departed will reveal many facts, 
often not otherwise obvious. Like the motto of 
the pathologist “Veritas non sepelienda est”—‘‘The 
truth must not be buried.” 
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National Hospital Day 


RADIO PROGRAMS : 




















Rs" STATIONS from coast to coast, both on network and on an individual basis have agreed t 


to publicize National Hospital Day on May 12, with special emphasis on nurse recruit- st 
ment and the work of nurses’ aides. Now that the time has been allotted and good speakers ir 
have been named, it would seem an excellent idea for hospitals, councils, and associations to P 
check the list below, and then request that the program which is available be broadcast in . 
their area. If hospitals request a program, the local station in most cases will be glad to serve ” 


as an outlet. Hospitals and Blue Cross Plans can render a service in helping to “merchandise” 
the program. Knowing that a station is interested in reaching its maximum audience, hospi- 
tals and plans can post notices throughout the area; the hospital can arrange for the broadcast 
to be received in general assembly in the hospitals, and plans can notify their thousands of 
enrolled firms as to the time and station. 


National Hospital Day Programs—May Twelfth 


Network Time Program Features: 
NBC 6:00-6:15 p.m. Congresswoman Frances*P. Bolton, James A. Hamilton, 
EWT President, American Hospital Association, and Stella 


Goostray, R.N., President, National League Nursing Edu- 
cation. Their subject is “NURSING—America’s Woman- 
power Shortage No. 1” 


CBS 5:15-5:30 p.m. Dr. Robin C. Buerki, Chairman, American Hospital Asso- 
EWT ciation Council on Professional Practice and Miss Florence 

Seder, Information Director, National Nursing Council for 

War Service. Their subject is “CAREERS IN NURSING” 


BLUE Noon-12:15 p.m. John H. Hayes, Director, Lennox Hill Hospital, New York 
EWT City, will be interviewed by Alma Kitchell on the “Meet 
Your Neighbor” Program 


BLUE 3:45-4:00 p.m. Dr. Paul R. Keller, Medical Director, Associated Hospital 
EWT Service of New York will be interviewed by Ted Malone 
on the “Between the Bookends” Program 















All of the above are network programs. The local programs will be announced in each city 
by the Advisory Group Member of the Council on Public Education. I would like to suggest 
that you listen to these programs, make them available to your hospital staffs, try to get high 
school and college women interested in nursing as a career, and, finally, after May 12, that 
you write your local station and the networks advising them that they rendered a real 
service to all hospitals, particularly yours, and that you appreciate their cooperation. 

R. F. CAHALANE, Chairman 
Council on Public Education 













NATIONAL AWARDS 


From the Minutes of the Meeting of the Awards Committee, Council on Public Edu- 
cation, American Hospital Association, December 3, 1942, New York City: 







“Rev John J. Bingham moved,’and it was seconded and passed, that for the year 1943 
awards be given at the annual convention of the American Hospital Association to the 
present classification of hospitals for the best total and continuing public education pro- 
gram for the period of the year including and ending with National Hospital Day.” 
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Material for May 12th Observance 


Several members of the Hospital Industries Association 
are offering posters, reprints, motion pictures and booklets 
to hospitals wishing to use such materials in their ob- 
servance of National Hospital Day. The most popular item 
in the group is “R.N.—Serving All Mankind” the film 
produced by the American College of Surgeons through 
the Becton-Dickinson Grant. It is not too late to make 
application for reserve prints of the film in the 16mm and 
35mm size and all such requests should go to the attention 
of Dr. Malcolm T. MacEachern, 
40 East Erie Street, Chicago. 


Physicians’ Record Company 
has been cooperative in past 
years in furnishing hospital 
day literature when few other 
sources were available. Their 
material has always been ap- 
proved by the Council on Public 
Education. This year, in keep- 
ing with the approved program 
of the Council, the Physicians’ 
Record Company has prepared 
only a limited number of items. 
The Courier (4-page folder) 
and other educational folders 
may be secured at low cost by 
writing the company at 161 
West Harrison Street, Chicago. 

The copy entitled “Thank 
You, Mister Doctor” is the sec- 
ond of a series of advertise- 
ments which is appearing in the 
Atlantic Monthly, telling the 
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story of hospitals for hospitals. Enlargements are 
available from the sponsor, American Hospital Supply 
Corporation, 1086 Merchandise Mart, Chicago, Il- 
linois. 

Eastman Kodak Company has published a booklet on 
“X-rays and You” which is apparently slanted for popular 
consumption. Hospitals may secure a supply for distribu- 
tion to interested visitors by writing the Medical Division 


Eastman Kodak Company, Rochester, New York. 


The Johnson & Johnson Nurse 
Picture has already been re- 
quested by more than 55,000 
persons and is apparently the 
most popular “pin-up girl’ in 
the nurses’ dormitory. Requests 
should be made to Johnson & 
Johnson, Hospital Division, New 
Brunswick, New Jersey. The 
message below the _ picture 
reads, “On the threshold of a 
noble career, the graduate nurse 
moves forward in a calling de- 
voted to the service of hu- 
manity. Wherever she may 
serve, her uniform stands as a 
symbol of trained intelligence, 
her courage and loyalty inspire 
respect and confidence.” It has 
been suggested that hospitals 
and Blue Cross Plans arrange 
for the posting of this popular 
picture on every high school 
bulletin board. 


X-RAYS AND YOU 


“THANK YOU, MISTER DOCTOR” 


Two weeks ago she went in a broken, pitiful litle form 
and-your heart was desperate and dreadful 


Today she siniles—a bit wanly, perhaps—aad waiks— 
a little wobbly, ro be sure—bur she cay soule and she 
gan walk ., . ancl she’s still safely yours! 


You hadn't chought much about your Hospital before 
You knew where i was... you made it a point 
to find out, ia case of basty need. You visited a friend 
or acquai chere, Jiy and hurmiedly 


Buc you hadn't thenght about ic. 





An emergency made you do that. Now... 
axe you going to forget? Are you gomg to let the 
demands of daily routine push your graceful 
appreciation inso the limbo of oblivion? Or... are you 


gong to remember—in the maisr of such 

other urgent aad important demands 4s 

War Savipgs Boads, the USO, the Red Crass 

—tbat your voluatary hospital operates 

without profit aad, to be modernly equipped and 
ready when you aud yours need it, depends 

upon the cooperation and support of avic-minded 
men and women. There is a place in the plaus of your 
Hospital Administrator for your help 


This advertisement is a contribution toward the urgent, mepiring mimetry of the Hospitals of America from 
AMERICAN HOSPITAL SUPPLY CORPORATION, CHICAGO, ILLINOIS 


Haery L. Deake, CAstronan of the Boord 


Four G bicGow, Proctdest 





Presidential Address 


Hospital Association of Pennsylvania 


HAROLD T. PRENTZEL 


the war and to prepare for a successful and 
enduring peace. In the functions of hospitals 
both aims are correlated. 


Te: THE MAJOR AIMS of hospitals are to win 


Organized and operated for humanitarian pur- 
poses, our hospitals have been the training grounds 
for military medicine. Doctors, nurses, and pro- 
fessional technicians by the tens of thousands have 
gone to war from our hospitais. The military serv- 
ices and the war industries have syphoned off our 
nonprofessional personnel. The full contribution 
of hospitals to the war can never be measured, but 
to the extent that we are promoting victory, we are 
proud to be expendable. 


Our obligations to the future already foreshadow 
greater sacrifices for our hospitals. Casualties of 
war, mentally disturbed and broken in body, are 
already returning from the battlefronts. They may 
reach well over the million mark before this war 
is won. Civilian demands on our hospitals are 
greater now than ever before. Civilian war casu- 
alties cannot be estimated. Epidemics of war-borne 
diseases are not unexpected because the movement 
of population, long hours and inadequate nutrition 
have created a fertile field. Tuberculosis has al- 
ready increased 92 per cent over last year in the 
centers of war industries. The need for hospital 
service has now increased beyond the ability of 
hospitals to meet the demands for essential care. 


Recognition of Hospital Service as Essential 


The situation is critical. Some hospitals have 
closed entirely. Many hospitals have discontinued 
the patients’ services in entire sections. In many 
hospitals, the personnel problem has become so 
acute that the safety of the patients is in jeop- 
ardy. This is not difficult to understand when we 
realize that hospitals have lost more than half of 
their trained personnel. Replacements have been 
not only inadequate in quantity but most of them 
have been from among the social and industrial re- 
jectees—the alcoholics, the mentally and physi- 
cally incapacitated—transient and unstable. Labor 
turnover in hospitals has jumped from less than 


Presented at the Hospital Association of Pennsylvania War Con- 
ference, Philadelphia, April 1943. 
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pital Association of Pennsylvania, is Business 
Manager of Friends Hospital and Adminis- 
trator of White Haven Sanatorium, Philadel. 
phia, Pennsylvania. 








20 per cent in the pre-war period to four and five 
hundred per cent annually. Hospitals cannot long 
continue to function under these conditions. 


The solution is no simple one but much of its 
fulfillment lies within the powers conferred upon 
the Government War Agencies. It demands the 
full recognition of the essentiality of hospital serv- 
ices to the prosecution of the war. I say “full 
recognition” because the listing of hospitals among 
essential industries has received little or no atten- 
tion by either Government agencies or the war 
industries. Evidence of this may be found in the 
“persuasion,” by the United States Employment 
Service, of essential hospital employees to leave 
their work for the war plants. The first step in the 
complete recognition of the function of hospitals 
in the War requires a directive order by the War 
Manpower Commission declaring hospital services 
as essential services. Conditions make it necessary 
that this order be combined with the Employment 
Stabilization Policy and the deferment of essential 
employees from military service. 


Registration and Assignment of Civilians to 
Essential Services 


Directive orders covering essentiality and em- 
ployment stabilization are important but they do 
not solve the problem entirely. They do not bring 
back half of our trained employees, almost all of 
whom have gone into war industries. They do not 
affect thousands of trained nurses now working 
on the assembly lines or thousands of nurses in 
war plants performing duties which any qualified 
first-aid worker could fulfill. The complete regis- 
tration of every man and woman and the assign- 
ment of work according to his training and skill 
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have been delayed too long for a nation which has 
been participating in total war for nearly a year 
and a half. 


Survey of Hospital Facilities and Mobilization of 
Hospital Services 


But we must first see that our own house is in 
order. Nearly all “luxury service” has disappeared 
from our hospitals. However, there are far too 
many hospitals permitting the asisgnment of pri- 
vate duty nurses to patients who require only gen- 
eral duty care. Wartime nursing care must be 
based upon the need of the patient and not upon 
the ability to pay. 

That hospitals may be in a position to provide 
adequate care for returning war casualties and for 
potential civilian casualities, we must prepare for 
the complete mobilization of hospital facilities. 
Such preparations should be preceded by the ap- 
pointment of a commission by the President of the 
United States for the purpose of surveying existing 
hospital facilities and to determine the need for 
additional hospital services. It involves the investi- 
gation of the major problems now confronting hos- 
pitals in manpower and in the rationing of food, 
fuel and materials. 


Post-War Structure for Voluntary Hospitals 


The position of hospitals in the post-war period 
cannot be left in the lap of the gods. When peace 
comes to the world again, the casualties of war will 
still be with us. There will be many more govern- 
ment hospitals and many changes will have taken 
place in the voluntary hospitals. We must not be 
caught in the maelstrom of plans and counter-plans 
for a New World Order without a sense of direc- 
tion. We should not be so unprepared that we 
shall be forced into a post-war plan of social and 
welfare services conceived in ignorance of the 
functions of the voluntary hospital system. 


Upon the development of a comprehensive plan, 
designed from a study of all the functions and serv- 
ices of hospitals in relation to the social changes 
of the war and reconstruction period, will depend 
the destiny of the voluntary hospital. 


By these four measures, the recognition of hos- 
pital services as essential, the registration and as- 
signment of civilians to essential services, the sur- 
vey of hospital facilities and the mobilization of 
hospital services, and the development of a post- 
war structure for the voluntary hospital, hospitals 
can meet in full measure the needs of the war and 
the reconstruction periods. 





Refresher Course for 


Hospital Dietitians 


Teachers College, Columbia University 


Under the direction of 
Lenna Cooper, Montefiore Hospital 
Nelda Ross Larsson, Presbyterian Hospital 
Lois E. Shore, U.S. Marine Hospital 


This is a refresher for dietitians given cooper- 
atively by the Presbyterian Hospital, Montefiore 
Hospital, and United States Marine Hospital from 
July 5 through August 13, 1943, offering observa- 
tion and experience in the management of hos- 
pital food service. 


At the Presbyterian Hospital emphasis will be 
placed upon: food service to patients; the food 
clinic; educational program for student nurses, 
student dietitian, and medical students; confer- 
ences and observation on the administration of the 
formula room. 


At Montefiore Hospital, experience will be of- 
fered in: menu planning, food ordering, food 
preparation, food cost accounting and personnel 
management; diet therapy as applied to a variety 
of chronic conditions. 


The United States Marine Hospital offers oppor- 
tunity for the study of administration of food ser- 
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vices in a government hospital including a cafe- 
teria for ambulatory patients; purchasing and 
stores control; food service equipment. 

A limited number of trips to other hospitals and 
to city markets will be offered. 


Students register for this course and for Insti- 
tution Management s151 which covers classes, con- 
ferences, and clinics in each hospital. Institution 
Management s207G carries 4 points of credit; Insti- 
tution Management s151 carries 2 points. These 
credits may be applied toward a Master’s Degree. 
Fees including registration amount to $82. Meals 
may be purchased at the hospitals, and rooms are 
available at reasonable rates in the vicinity. Long 
sleeved uniforms, white walking shoes with rub- 
ber heels, and white hose should be provided. 


This course is open to dietitians whose training 
and experience is satisfactory to the instructors. 
Since numbers are limited, it is advised that appli- 
cation be made before May 1. Appointments will 
be made by May 15, 1943. 


For further information, write to Miss Mary de 


Garmo Bryan, Teachers College, Columbia Uni- 
versity. 





Progress Notes From Wartime Service Bureau 
1705 K Street, N. W., Washington, D. C. 


J. RUSSELL CLARK, DIRECTOR 


To date, five bulletins have been issued to insti- Fuel Oil Situation 
tutional members of the Association covering the Nurses Duty Shoes 
following subjects: Bulletin No. 4—Hospital Manpower Emer- 
gency 
Bulletin No. 1—National War Labor Board Maternity Care for Wives of Service Men and 
General Order No. 26 Care for Their Infants 
Controlled Materials Plan Reg. 5A 
Bulletin No. 5—Hospital Manpower Emer- 
gency 
Bulletin No. 3—National War Labor Board Controlled Materials Plan Reg. 5A 
General Order No. 26 New Application Form PD-638-A 
(New Developments) Scope of Activities of Wartime Service Bureau 


Bulletin No. 2—Present Government Program 
in Food Rationing as Related to Hospitals 





Pictured .above are the members of the Council on Government Relations attending their first meeting at the new 
quarters of the Wartime Service Bureau, 1705 K Street, N. W., Washington, D. C 
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At this time every effort is being made to relieve 
hospitals of some of the administratively impossi- 
ble regulations of the OPA Ration Order No. 5, 
Processed Foods; and Ration Order No. 16, Meats, 
Fats and Edible Oils. 


Since the Association established its Washington 
Bureau, approximately 50 per cent of the time of 
the Bureau’s staff has been devoted to problems 
related to the Office of Price Administration, nota- 
bly its food rationing program. In addition to mis- 
interpretations by local Boards throughout the 
country, admitted inequities in the provisions af- 
fecting hospitals have been widespread, as evi- 
denced in the Bureau’s correspondence with the 
field. 


On March 11, Arden E. Hardgrove and Guy J. 
Clark, appointed by President Hamilton to work 
with the Bureau on the food rationing problem, 
attended, on short notice, a special hearing granted 
by OPA to representatives of all institutional user 
groups. These representatives ably presented argu- 
ments advocating that hospitals be treated as a 
special group separate and apart from other in- 
stitutional users. As this article is being written, 
April 16, 1943, it may be predicted, without undue 
optimism, that by the time it is published amend- 
ments to OPA General Ration Order No. 5, im- 
proving rationing to hospitals, will have been 
approved. 


In addition to daily contacts with Governmental 
agencies, the Bureau has conferred and advised 


with representatives of various organizations in- 
terested in hospital affairs. These have included, 
to name a few, Citrus Concentrates: Frosted Food 
Industry: Hospital Furniture Industry: Ambulance 
Drivers Association of San Diego: Modern Hospital 
Representative: and Hospital Management Repre- 
sentative. 


As soon as the address of this Bureau was pub- 
lished, correspondence flowed in from all parts of 
the country on all manner of subjects, inquiries 
referring, preponderantly, to such subjects as Man- 
power, Food Rationing, National. War Labor 
Board Orders, Price Control, Taxes, War Produc- 
tion Board Orders. The Bureau has made special 
effort to reply promptly to all inquiries. Some- 
times it is possible to reply the day of receipt. 
However, certain questions require study or in- 
vestigation which naturally may delay reply for 
a few days. 


The Bureau and its Director have been accorded 
wholehearted cooperation by dozens of the agencies 
and individuals of the Washington scene. Especial 
mention is made of assistance received from the 
Governmental Division, War Production Board, 
through its Director, Hon. Maury Maverick and 
its Head Hospital Consultant, Everett W. Jones, 
as well as the Office of Civilian Defense, Doctors 
George Baehr, Dean Clark, Palmer Dearing, Jack 
Mazur, and Dr. V. M. Hoge of the United States 
Public Health Service. 





The Boston City Club Honors 
Dr. Charles F. Wilinsky 


The Boston City Club awarded its annual medal 
for distinguished civic service to Dr. Charles F. 
Wilinsky, Chief Medical Officer of the Boston 
Public Safety Committee, Executive Director of 
Beth Israel Hospital, and Trustee of the American 
Hospital Association. 


Doctor Wilinsky has a long record of achieve- 
ment as a physician, sanitarian, and hospital ad- 
ministrator. As Chief of the Medical Division of 
the Public Safety Committee he established an 
organization for wartime emergency service long 
before Pearl Harbor. His organization distin- 
guished itself in the efficiency of its service at the 
time of the Cocoanut Grove disaster. Through his 
efforts Boston was one of the first cities, if not the 
first, to perfect its organization for medical and 
hospital service in the war emergency or in 
Civilian disaster. 
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Samuel G. Ascher, Major, Medical 
Administrative Corps 

Captain Samuel G. Ascher of the Medical Ad- 
ministrative Corps of the United States Army was 
promoted to the rank of Major, effective March 31, 
and was assigned to duty as Administrative Officer 
of the Army and Navy General Hospital, Hot 
Spring National Park, Arkansas. 


Major Ascher, previous to his entrance in the 
service of the United States Army, was executive 
director of the Beth David Hospital, New York 
City. 





Br. J. E. Charlesworth 


Dr. I. E. Charlesworth, medical director of the 
Napa State Hospital, Napa, California, died at the 
California Hospital, San Francisco, California, 
after a long illness. Doctor Charlesworth was a 
veteran of World War I and was discharged with 
full military honors. 
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The 1943 War Conference of the 
o Hospital inital 


The Board of Trustees has selected the City of 
Buffalo as the place, and September 13 to 17, in- 
clusive, as the dates for holding the 1943 War Con- 
ference of the Association. 


Conveniently located, with its railroad, highway, 
and other transportation facilities, its fine con- 
vention hall centrally situated, and its ample hotel 
facilities, Buffalo offers decided advantages for the 
Annual Convention of the Association. 


It is within an overnight travel distance from 
eighty per cent of the hospitals of this country and 
Canada. 


It will attract a larger than average attendance 
to the War Conference. 


The program will be streamlined with the ob- 
jective of presenting through able speakers and 
Federal and State authorities those subjects par- 
ticularly pertaining to wartime problems in the 
solution of which hospitals are vitally interested. 


The section meetings will be confined to morn- 
ing sessions. The afternoons will be given over to 
panel discussions and round tables, and the eve- 
ning sessions, other than the President’s Session 
on Monday evening and the Banquet on Thursday 
evening, will be dedicated to the presentation of 
discussions of wartime problems of pressing in- 
terest to the Latin-American countries and to the 
United Nations. 


The program when developed from the present 
outline will be one that no hospital administrator 
or member of his official family can afford to miss. 


The educational and commercial exhibits will 
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present all of the new features in the progressive 
development of hospital operation and accom- 
plishment, and hospital supplies and equipment, 
that have resulted from wartime needs and 
practice. 


Hotel reservations should be made early and 
transportation reservations should be made at 
least one week in advance of the War Conference 
dates, September 13 to 17. 


The Hotel Statler will be the official convention 
headquarters of the Association for Conference 
week. ; 





he Hospitals ’ Responsibility in 
Sida \ Enuultainil 


The nursing situation throughout the country 
and especially in our hospitals is critical. In many 
hospitals, whole sections have been closed due to 
the lack of nurses. From all reports conditions will 
grow worse instead of better. Our hospitals must 
share the responsibility for this serious shortage. 


In 1907-1908 there was a shortage of nurses 
throughout the United States and there was a 
general discussion at our annual conventions as 
to how to meet the situation. Another shortage oc- 
curred during the first World War. Ten years 
later the depression came, men and women of all 
professions were on relief. So serious was the 
crisis that the hospitals which were in a serious 
financial situation opened their: doors to graduate 
nurses for refresher courses. True, many of these 
nurses received only living expenses but even that 
was better than receiving assistance from relief 
agencies. 





In April, 1928, the report of the Committee on 
the Grading of Nursing Schools was authorized 
for publication. As a result of this report, and the 
effects of the depression, many nursing schools 
were closed. Others cut down the number of 
students even to the extent of eliminating spring 
classes. This, together with the opening up of 
various new fields of gainful occupation for gradu- 
ate nurses, brought about another shortage, espe- 
cially a shortage of nurse-instructors. In normal 
times this shortage was never serious. 

During the depression medical and other pro- 
fessional schools did not close their doors. How- 
ever, some did reduce the number of students. 
Had our hospitals taken a sane middle ground and 
kept our schools intact the situation today would 
not be as serious as it is. Have we learned a lesson? 


We must have competent supervisors to observe 
all practical work of the student nurses and we 
must employ correct methods to insure the best 
care and comfort of the patient. We must have 
instructors who have been selected because of 
educational background and of ability to teach. 
There is an increasing shortage of supervisors and 
teachers. No school of nursing will ever be greater 
than its teachers. As the teaching staff is, so is 
the school. The responsibility for properly trained 
teachers rests with the official management of 
the institution. The quality of the nurses and the 
way in which they are trained affect materially 
the efficiency of any hospital, for the hospital is 
the laboratory for nursing practice. There is a 
serious danger in yielding to the tendencies of the 
times to overload the profession with insufficiently 
trained nurses. 

It is our duty as hospital administrators to do 
all we can to provide the 61,000 nurses this year 
for military needs. It is no less our duty to see 
that we carry out to the fullest the promises made 
to the pupil. This not only involves the education 
of nurses but proper quarters, good food, laun- 
dry, medical attention, textbooks, and uniforms. 
It becomes difficult when our schools are over- 
crowded to discharge our obligations to the stu- 
dent nurses for in many of our institutions the 
space, the effort, the means which the hospital can 
provide are inadequate. 

Another great difficulty our nursing schools ex- 
perience is in attracting the right kind of women 
to the profession of nursing. In this we must more 
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thoroughly engage the interest of students in high 
schools and colleges for they constitute our most 
fruitful source of supply. We should endeavor to 
engage these young students before they gradu- 
ate. We may attract more high school students if, 
for the duration of the war, we start July classes. 
Many girls are lost to the schools because of wait- 
ing from graduation until the opening of our fall 
classes. Superintendents of high schools are 
anxious to cooperate in placing their students in 
nursing schools. The same is true of colleges. The 
nursing profession is doing all it can to meet the 
situation but after all the hospitals must accept 
and discharge their full share of responsibility to 
increase student nurse enrollment. 
A.S.B. 


P. ost- War P lanning 


People are indulging in post-war planning these 
days as if it were an indoor sport. The sheltered 
democratic forum echoes the opinions of anyone, 
regardless of qualifications, who wishes to air his 
views. We are all sick and tired of the ways of 
the world, especially of the Old World, and many 
of us are vocal in the matter, if not literate. The 
dragon, whom we have permitted to thrive in the 
heart of Europe, and to sow his teeth in the form 
of ruin and degradation in our world too, is still 
spitting fire and has yet to be slain. In our desire 
for a better world and in our ambition to have a 
share in its reconstruction, many of us are apt to 
overreach ourselves in an undisciplined effort to 
rebuild when victory comes. 





The voluntary hospital may take pride in its 
contribution to the happier elements which make 
up the twentieth century. It has, indeed, been a 
civilizing influence, in its emphasis on social 
security long before the New Deal gave this term 
new meaning. It has won the right to survive the 
Great Human Tragedy and to flourish forever 
after. The miracles of modern science, with which 
the living generation of men are now familiar, 
were accomplished in large part in the voluntary 
hospitals. We may differ as to the principle of 
financing in these hospitals, just as we may differ 
as to the principles of management, but the right 
of the voluntary hospital to survive is beyond all 
question. 

Men who have charity in their hearts will con- 
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tinue to give, long after the state will have taken 
over the last voluntary hospital. Men who are 
gifted with vision and creative power will con- 
tinue to find opportunities and to blaze new paths 
toward a better and better world. Both will help 
us to find a way of preserving the uses of inven- 
tions and discoveries for a peaceful world and of 
outlawing them whenever and wherever someone 
may again be tempted to put them to ugly use. It 
would seem to anyone with humanitarian instincts 
that this should not be difficult, particularly, if 
statesmen will unbend and remember the pawns 
with which a cruel outdoor sport is now being 
played. 


We may take these things for granted. When 
the great war is over, our voluntary hospitals will 
find that their power of adjustment to communal 
needs will stand them in good stead. It is incon- 
ceivable that anyone will undermine the structure 
which gives shelter to him and to his neighbors 
during illness, since he would be destroyed in the 
process. It would be with him as it was with Sam- 
son of old, dying with the Philistines, except that 
he will have immolated himself in an ignoble 
cause. There will be changes, and some of them 
may be of a radical nature. We shall continue to 
need money with which to purchase service in our 
institutions but, above all, we shall need qualified 
professional and nonprofessional personnel. We 
shall have ample opportunity to learn from the 
past, while planning for a brighter future, but let 
us not lose our perspective and let us not consider 
lightly a course into which any fool can rush, but 
which angels fear to tread. 

E. M. B. 


Health —- = 
in oo 


There are strong indications that national health 
insurance may become a reality in Canada before 





long. A government-sponsored draft of an all- 
inclusive Health Insurance bill is now before the 
Federal Parliament and is being studied by a spe- 
cial committee of the House. On the same day 
there was laid before the Committee a still more 


Sweeping Social Security measure, somewhat sim- 
ilar to the Beveridge Report in Great Britain. 
Although the latter was primarily for study only, 
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the Government apparently desires to pass health 
insurance either now or in the immediate future 
as the next step in bringing about a broad scheme 
of general social security. 


This plan would provide complete medical care, 
including specialist and diagnostic services, hos- 
pital care, drugs, essential nursing care and dental 
care up to the age of sixteen. The plan would be 
contributory—employee, employer and state—de- 
pendents would be covered (although no extra 
charge for children) and those unable to contrib- 
ute would also be covered. An upper income level 
may be stipulated, but at the moment it looks as 
though all would be included. A noteworthy fea- 
ture is the provision for what is said to be the most 
extensive program of public health and preventive 
medicine ever included in such a measure. Owing 
to the great variations in conditions between pro- 
vinces, somewhat similar to that prevailing be- 
tween states, it is planned that health insurance 
be set up by the individual provinces so that varia- 
tions may be made to suit local conditions. The 
Federal Government, however, in its enactment 
will give generous subsidies to the provinces, 
provided their measures in turn conform generally 
to the model provincial act being included in the 
Federal enactment. 


It is of interest that this measure is receiving 
such widespread approval. There has been some 
question as to whether or not such a costly piece 
of legislation should be introduced during war- 
time, but there is likely to be as great a protest 
from those extremists who do not think health in- 
surance goes far enough and want out-and-out 
state medicine. It is of particular interest that the 
Council of the Canadian Medical Association, 
without a single dissenting vote, approved the 
principle of health insurance, provided there be 
assurance of the highest standard of health serv- 
ices, preventative and curative, and that the plan 
be fair both to the insured and to all those render- 
ing the services. The nurses have approved the 
principle, as have also the national hospital body, 
the dentists and even the study committee of the 
Canadian Manufacturers’ Association. One reason 
for this widespread support is that the Drafting 
Committee has made it a point to consult all 
groups concerned, particularly those which would 
be required to provide the services. In this way 
objectionable details have been corrected or re- 
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duced to a minimum and support, rather than 
criticism, engendered. 


What the ultimate effect will be can hardly be 
foreseen at this stage. If the present draft clauses 
weather the passage through the House and the 
Senate without serious change, a very workable 
and fair enactment should emerge. Although there 
will be ample opportunity for controversy in the 
multitudinous details yet to be settled, the profes- 
sions involved are optimistic that these difficulties 
can be overcome. So far, they have had every op- 
portunity to present recommendations and sugges- 
tions—and most of these have been acceptable to 
the Drafting Committee. It looks as though the 
voluntary hospitals, lay and religious, will be 
freely used, will be paid a fair rate and will be 
permitted to determine their own staffing prob- 
lems. With indigents covered and paid for, one of 
the biggest financial worries will be overcome. 


The ultimate effect upon the voluntary principle 
is a matter of conjecture. Although voluntary ef- 
fort is encouraged, the natural result of increased 
state support, particularly for the indigent, is to 
let the state assume greater responsibility. Those 
interested in medical education are also concerned, 
for, if everyone becomes a private patient, even 
though in a public ward, will there be a reduction 
in the number of patients available for clinical 
teaching? This is one further reason why an in- 
creasing number of the doctors are favoring a 
capitation rather than a fee-for-service basis of 
payment; this decision is being left to the prov- 
inces. Also, there is a likelihood, if everybody un- 
der a certain income level be covered, that hospi- 
tal care plans will be absorbed. With almost all, or 
perhaps all, of their membership compulsorily 
covered by the more comprehensive plan, their 
survival seems very problematic. This will be re- 
gretted by those who have laboured so long in 
their development, yet such evolution does seem 
inevitable. Some have thought that hospital serv- 
ice plans, flanked with parallel medical plans plus 
medical relief plans and payments to hospitals for 
indigent care, would meet the economic need of 
the people. However, the generous Federal sub- 
sidy offered to the provinces, both for sickness in- 
surance proper and for a public health and pre- 
ventive program, makes it highly probable that 
the provinces will not be long in accepting the 
Federal offer. G.H.A. 
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Hospitals P. ayday P. ae! 


Payday. The hospital worker looks forward to 
this day when he will have earned his wages, such 
as they are, by the sweat of his brow. His em- 
ployer, too, is happy in the thought that his em- 
ployees are worthy of their hire and ready to 
relieve him of an accumulated debt, as they repair 
to their homes to spend or to save it in the bosom 
of their loved ones. No profound problem of Cap- 
ital and Labor is involved in such economics since, 
under normal conditions, both sides have agreed 
to pool their energies for the benefit of their sick 
neighbors. 


But these are not normal times. Payday has a 
new significance for both sides. One side of the 
transaction, at least, looks forward to it with trepi- 
dation, while the other reaps the temporary ex- 
hilaration of exemption from military service. No 
use talking to him about New Guinea or North 
Africa, for he lives in a “spirit” world which does 
not boast of such places. It would almost seem 
that the best men are in the Army, while the 
civilian hospitals have been burdened with the 
maintenance of the rest. “Oh, for the return of 
Prohibition,” sighs the hospital administrator, 
hoping that the W.C.T.U. might be listening in, 
“hospitals were never like this!” 


One forward-looking administrator in the east, 
thinking to take advantage of the latest develop- 
ments in medical science, approached his medical 
board hopefully, suggesting a special clinic under 
expert guidance for the rehabilitation of those 
who do not love themselves less but love their 
alcohol more. He knows better now, for the cures 
are expensive, of long duration and last no longer 
than it takes a cat to discover a bow] of milk which 
has carelessly been left standing around. “Beer is 
thicker than water,” remarked one of the elders 
as, with a twinkle in his eye, he noted the success 
with which John Barleycorn gathers the faithful 
around him. 


Alas, there is no ready solution for the problem 
now presented by payday in hospitals. Payroll in- 
creases only serve to aggravate the difficulty, 
while the time-honored “pledge” is still regarded 
by most of those who take it, with a certain amount 


of humor, if not of irony. We are faced with a 


competitor who is as fearful in his influence on our 
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work as he is fiery in his tastes, and the hospital 
administrator who will help to solve this new war- 
time payday problem successfully will be entitled 
to a place among the immortals. 


E. M.B. 
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Faced with a steady loss of general floor duty 
nurses, hospitals in some communities have turned 
to the nursing associations for assistance and have 
received it. Private duty nurses volunteer to take 
one month duty out of the year to serve as general 
floor duty nurses. Certain conciliatory arrange- 
ments had to be made, such as straight hours of 
work instead of the so-called “split-time,” re- 
muneration which, while slightly higher than that 
of regular full time workers, was distinctly lower 
than pay for services on private duty. Hospitals 
estimate the number of nurses needed for one 
month to supplement depleted staffs, and the Cen- 
tral Registry for Nurses then supplies the required 
number as nearly as possible. Selection for the 
month is made by drawing numbers. Within rea- 
sonable limits, the nurse may select the hospital 
where she wishes to work, as well as the working 
hours. 


Established shortly after the outbreak of war, 
this volunteer system has done much to lighten 
the load wherever used. The nursing profession 
has earned the respect and gratitude of patients, 
doctors, and hospitals. 


Having demonstrated their ability to help solve 
a major problem, hospitals should look to the 
nursing profession for leadership in meeting the 
ever-increasing shortage of nurses and students. 
To maintain an army in the field, it is necessary 
to have on the home front an industrial army 
whose health must be protected. In caring for 
injured and sick workers, hospitals must have 
nurses. No single group is more important in the 
process of returning injured workers to their jobs 
in the shortest possible space of time. This work is 
as vital and as great a contribution to the war 
effort as that of their sister nurses in uniform. To 
awaken Government officials to this fact is, and 
should be, the job of the nursing profession which 
for years has insisted that it has come of age and 
given the opportunity, can solve its problems. 
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Here, then, is the opportunity. Hospital adminis- 
trators stand ready to assist, but the leadership 
should come from the nurses. 


N. A. W. 





~~ 
++ 


Hospital Meetings in Whartime 


There are two schools of thought with regard 
to the holding of medical and hospital meetings 
in wartime. One school holds that doctors and 
hospital workers must stick to their posts every 
possible minute, because there is so much work 
to be done and so few to do it. The other school 
maintains that steady application to duty without 
opportunity to learn what is new and to gain in- 
spiration from others is more than likely to result 
in less accomplishment in the long run than if 
time out were taken occasionally. 


One thing is certain—that the hospital meetings 
being held are usually well attended. They bring 
practically unanimous response to the effect that 
workers go back to their duties with renewed en- 
thusiasm and vigor after participating in them. 
Many, many people express the feeling that the 
strain imposed by wartime burdens in hospital 
work, by the problems which wartime has brought 
that need group effort to solve, make it perhaps 
more necessary now than in peacetime to hold 
meetings. Of course, meetings must be kept within 
the bounds recommended by the Office of Defense 
Transportation and other governmental agencies. 
However, some people have the false impression 
that the Government is frowning on all meetings. 
Instead, every effort is made to cooperate with 
certain types of gatherings by furnishing speakers 
and assisting in other ways. Meetings that are 
aids to health and morale, and thus to the war 
effort, are encouraged, and in that classification 
hospital meetings must certainly be placed. 


East, west, south and north, hospital meetings 
are being held this year and every one has been 
reported to be a good meeting. Interest was never 
more intense. Oklahoma and New England in 
March; Kentucky, Pennsylvania, and Ohio, in 
April; Carolinas-Virginias, Tri-State, Mississippi, 
and Minnesota, in May, to mention just a few— 
every one reported to have been, or promising to 
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be, worth while in every way. A few meetings 
have been cancelled or postponed, probably be- 
cause somehow the dissenting voices, no matter 
how small a minority they constitute, are likely 
to be louder than those which favor a project. In 
wartime, because we are so busy and the diffi- 
culties of arranging a program are greater, we 
are more likely to be swayed by the dissenters 
than normally. 


It is important to remember in this connection 
that get-togethers have had much to do with the 
increasing coordination of effort among hospitals, 
and that in turn this coordination has helped pa- 
tients because it has improved efficiency and 
raised standards. Lack of opportunity for contacts 
and interchange of ideas will foster the old isola- 
tionism. Isolationism will weaken the influence of 
hospitals as a factor in post-war planning, not to 
speak of the likelihood of its diminishing their 
role in the war effort. As far as it is possible to 
hold them within the restrictions imposed by 
wartime economy, hospital meetings should go on, 
partly to keep the public and our Government 
aware that health is the first line of defense, and 
partly to keep hospital people keyed up to the 
intense devotion to duty that must be theirs to 
continue, despite the difficulties, to give high 
standards of service to our communities and pa- 
tients. 

M. T. M. 
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P. ee el ee in Pi esdinis 


The hospital administrator, who sought and ob- 
tained nothing but the best for his patients, is 
unhappy now because he cannot reconcile himself 
to compromise on such an important principle. He 
knows that the great majority of his best profes- 
sional and nonprofessional staff must go forth to 
do battle with the forces of darkness and that the 
sooner they return victorious over our enemies, 
the sooner will they help in the victory over dis- 
ease. Meantime, however, his failure to reconcile 
himself is praiseworthy, since it is based on a 
wholesome sense of disappointment with the qual- 
ity of some of the material that has been left 
behind. 


We have always recognized the principle of rela- 
tive urgency in hospitals and it should not, there- 
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fore, come as a shock to us that a more urgent 
cause is claiming the best among our personnel. 
According to some, our plight might have been 
lessened if we had been sufficiently foresighted in 
preparing an adequate reserve of educated per- 
sonnel, but even so it would be unpatriotic to com- 
pete with the armed forces in wartime. We have 
been compelled to get along with so little these 
days that we almost feel a sense of gratitude for 
what we have. When the breakage of dishes in the 
pantries of a midwest hospital came under the 
scrutiny of the administrator, the dietitian ex- 
claimed: “Thank God I have employees left to 
break them.” 


Replaceable equipment is the least of our trou- 
bles now. Gone is the hospital administrator 
whose chronic complaint was lack of funds. We 
seem to be able to finance almost any worthy 
project and are stopped only by the shortage of 
personnel. We are learning again, from bitter ex- 
perience, that there are certain things which 
money cannot buy. We cannot build these days, 
but we must maintain existing institutions with 
the material at hand. At what point shall we stop 
reducing civilian hospital standards in wartime? 
Is there a line beyond which we may not go with 
safety? Such questions are on the minds of all 
of us and, unfortunately, there is no ready answer 
that can be applied with equal success at all points. 


That we must do the best we can with the ma- 
terial at hand is obvious enough. Have we de- 
manded too much in the past? Have our standards 
been set at too high a level? Are there such things 
as luxuries in the care of a patient, or in the educa- 
tion of those who must care for him? We might as 
well begin now with the assumption that certain 
tendencies in hospital service will forever disap- 
pear, in our realization that the needs of the pa- 
tient may be amply served with less. The luxuries 


of the prosperous era may have thrown us out of 
balance. Perhaps the time has come when we must 
reconsider relative values in terms of productive 


hospital service. Meantime, we must be resource- 
ful and improvise for the benefit of those who 
depend upon us. Let not future generations look 
back upon the story of our handicaps and see 
neglect and defeatism between the lines. 


E. M. B. 
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Bert W. Caldwell, MD. 


At this time when the American Hospital Asso- 
ciation has the misfortune to lose by retirement 
the services of Dr. Bert W. Caldwell, its Executive 
Secretary, it seems fitting to call the attention of 
our members to the outstanding accomplishments 
of his administration. All of the credit is not due, 
of course, to the Secretary, nevertheless, a great 
share of it is due him. Although backed by able 
presidents, they changed yearly. The Trustees 
have been efficient, but they have their hospitals 
as their first duty, and the personnel of the Board 
changes. The Councils have done valuable work, 
but their members, too, are changed frequently. 
It all foots up to the fact that without an efficient 
Executive Secretary the Association would have 
gone nowhere. It definitely has gone somewhere. 
Let us enumerate some of these achievements 
since the date of Doctor Caldwell’s appointment 
January 1, 1928. 


1 The headquarters had been purchased and the 
Association had occupied the building several 
months previous to his taking office. At that time 
there were outstanding bonds to the amount of 
$65,000, and a mortgage of $50,000, both of which 
have since been discharged. 

2 The Bacon Library was conveyed to the As- 
sociation by the American Conference on Hospital 
Service on July 1, 1929. All the assets and current 
liabilities, which were very small, were conveyed 
to the Board of Trustees of the American Hospital 
Association in fee simple. Previous to the library 
being given to the American Hospital Association 
it was supported by contributions from three 
foundations and voluntary gifts from philan- 
thropic persons who were largely interested in its 
support through Dr. Frank Billings and to some 
smaller extent by voluntary contributions from 
hospitals. After it was taken over by the Associa- 
tion, the Bacon Library was financed by the As- 
sociation at an average cost over the period of 
about $12,000 per year. 

3 The publication of HOSPITALS was inaugu- 
rated January 1, 1936. Doctor Caldwell has been its 
able Editor. 

4 The institutional membership of the Associa- 


tion on January 1, 1928 was 1262 and is at present 
32381. 


5 The stimulation and support were given to the 


May 1943 


establishment of the Blue Cross Service Plans. 
This was done despite serious doubts on the part 
of the hospitals as to the plans being worth while 
and of course more serious opposition from the 
medical profession as represented by the Ameri- 
can Medical Association. Both of these obstacles 
have been, to a very large extent, cleared away 
and the wisdom of the Association’s policy in sup- 
porting the movement is emphasized by the 
growth of the Blue Cross Plans to approximately 
twelve million participants and the payment of 
the costs of hospital care for these participants 
which is now very close to forty-five million 
dollars a year. 

6 Very close working relationships have been 
established with the American Medical Associa- 
tion, the American College of Surgeons, the Amer- 
ican College of Physicians, the nursing associa- 
tions, and other organizations national in character 
whose purposes are closely identified with those of 
the American Hospital Association. _ 

7 The establishment of the Joint Advisory Com- 
mittee in Washington was accomplished through 
the initiative of the American Hospital Associa- 
tion. At the first meeting of the representatives of 
the hospitals in Washington they appeared before 
General Hugh Johnson in the NRA crisis and 
again before the United States Employees Com- 
pensation Commission. This resulted in great 
practical benefit to the hospital field which during 
the past eight years has continued. 


8 The organization of fifty-eight state, regional 
and provincial hospital associations closely affili- 
ated with the American Hospital Association has 
been a large contribution to the increase in mem- 
bership and the growth of influence of the Amer- 
ican Hospital Association. 

This is a high record of growth and accomplish- 
ment. 


Personally, Doctor Caldwell has represented the 
Association with dignity. He speaks well and al- 
ways has something of value to say. He has many 
friends in the Association who have received from 
him help and advice in their difficulties. They will 
miss him in his official capacity. However, these 
friends all feel easier about the production of the 
nation’s food this summer now that Bert Caldwell 
will have time to devote attention to his farm. 


Good luck to you, Bert. 
F. A. W. 
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New Nursing Needs Create New Opportunities 


FRANCES HELEN ZEIGLER 


tunities, we in nursing today, would probably 

be too discouraged to carry on. Some of us might 
even ponder why we ever gave up public school 
teaching for a career in nursing. Those of us who 
made this important decision on the wave of patri- 
otism in 1918 can gather strength to tackle the 
immediate problems—better, the immediate oppor- 
tunities, if we recall that history records milestones 
in nursing progress at periods of crisis, as war and 
depression. 


It is recalled that Florence Nightingale, well- 
known as the Mother of Modern Nursing, made his- 
tory when she responded to a war emergency call 
for nurses to care for English soldiers during the 
Crimean War. She was a volunteer for war service 
and a nurse of slight, formal nurse training. Her 
work was so remarkable and so greatly appreci- 
ated, the English populace presented her with a 
sum of twenty thousand pounds. She was willing 
to accept this tribute on the condition that she 
use it to establish a school of nursing. This she did 
in connection with St. Thomas Hospital in London. 
Chief characteristics of her school were that (1) it 
was directed by a woman trained as a nurse, and 
(2) it had a contractual arrangement only, with 
St. Thomas Hospital, it enjoyed financial inde- 
pendence. Miss Nightingale was a woman of great 
capacity who saw nursing needs, accepted them as 
a challenge, and did something about them. Study 
of her characteristics and methods may help us 
meet our nursing problems of today. 


l PROBLEMS could not be translated into oppor- 


Solving the Nursing Problems in World War I 


World War I seemed to present unsurmountable 
nursing problems. Supply could not meet the de- 
mand. The American Red Cross Nursing Service 
had mobilized 20,000 nurses for war service. The 
Red Cross nurse has always represented the quali- 
fied nurse. It was then that many graduate nurses 
who had never felt it necessary to apply for state 
registration, did so, as only the registered nurse 
could be a Red Cross nurse. This delinquency can 
be understood, when it is recalled that all of the 
states did not secure the enactment of Nurse Prac- 
tice Acts until 1915. 
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To meet the World War I nurse shortage, student 
enrollments were increased and new schools were 
organized in the summer of 1918, the American 
Red Cross sponsored, in cooperation with Vassar 
College, the Vassar Training Camp for college 
women. These women were given preliminary 
instruction in nursing during the summer term 
and were enrolled in schools of nursing with the 
fall term. Because of their college background, 
they were permitted to complete the basic profes- 
sional course with six to eight months of advanced 
standing. The war emergency demonstrated the 
need for women of capacity to do the job of pro- 
fessional nursing. Potential leaders were these 
Vassar Training Camp nurses and, truly, they 
were. Much of our professional leadership today 
comes from these women. 


The organization of the Army School of Nursing 
in 1918, to speed the preparation of nurses for the 
war emergency, proved most valuable. The high 
standard set by this school continued its contribu- 
tion to the preparation of more and better nurses 
until 1933. It was discontinued as an economy 
measure during the years of the depression. The 
graduates are also in the foreground of professional 
leadership today. 


The Public Health Nursing Field 


The practice of public health measures, as dem- 
onstrated during the last war, was so acceptable 
to the country at large, it resulted in a wider 
extension of this practice in civilian life. The 
public health nursing field opened up as never 
before. Through the interest of the Rockefeller 
Foundation, a study was undertaken in 1918 to 
determine what should be the preparation of a 
public health nurse. It was discovered that such a 
study would necessarily require an investigation 
of the total basic preparation of the nurse, thus, 
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the study expanded to a complete survey of nurs- 
ing and nursing education in the United States, 
and the findings of this study were published in 
1923. The ten conclusions of this report threw 
direct light on the strengths and weaknesses of 
the nursing system, all of which were accepted as 
a challenge to those concerned with nursing and 
nursing education. 


Nursing Problems Today 


Of particular value to the subject of nursing 
problems today are the suggestions of this study 
in relation to (1) the need for women of capacity 
for the responsibilities of professional nursing, (2) 
the need for postgraduate preparation of nurses 
for the positions of teachers, supervisors and ad- 
ministrators in schools of nursing and hospital 
nursing services, (3) the possibility of shortening 
the basic course in nursing from 36 months to 28 
months, if all nursing duties of a non-educational 
value were eliminated—duties learned, and only 
practiced as a service necessity, (4) a reclassifying 
of professional duties, to the end that many such 
duties could be assigned safely to auxiliary per- 
sonnel, (5) the desirability of schools of nursing 
strengthening their connections with colleges and 
universities, for economic and educational reasons, 
and (6) the desirability for schools of nursing to 
seek endowments and public support. 

Following the publication of this study, the 
Rockefeller Foundation was generous enough to 
offer financial assistance, resulting in endowments, 
to two university medical centers, if they would 
undertake a program of nursing education along 
these suggestive lines. These schools of nursing 
are those connected with Yale University and Van- 
derbilt University. These two demonstrations, to- 
gether with many other schools of nursing, 
reorganized as a result of this and other more re- 
cent studies, have found it somewhat easier to 
readjust their programs to meet the present emer- 
gency, because of the critical analysis their organi- 
zations have undergone. 

The depression years of the thirties demon- 
strated that we could have unemployment of 
nurses. One study group at the time arrived at the 
conclusion that—the Supply is Stacking, the De- 
mand—Lacking, and the Outlook—Wracking. The 
condition was soon overcome when hospitals more 
generally began to employ graduate nurses for 
general staff nursing, and when the Social Security 
Program provided for an expanded public health 
Service. Not since 1936 can we recall that there 
have been too many nurses. In fact, in the depres- 
sion years, there was a shortage of qualified leaders 
for the supervisory, teaching, and administrative 
positions. 

Meeting Nursing Shortage in the War Emergency 

Arriving at the present war emergency, we are 
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faced with the greatest shortage of nurses in his- 
tory. To maintain the standards set for military 
and civilian needs, action is necessary. Nursing 
has accepted the challenge. In July 1940, the Nurs- 
ing Council on National Defense was organized; 
shortly after Pearl Harbor, the name was changed 
to the National Nursing Council for War Service. 
The chief concern of the Council is to discover 
ways and means to provide the nursing essential 
for the war emergency. 


The participating organizations are the Amer- 
ican Nurses Association, National League of Nurs- 
ing Education, National Organization for Public 
Health Nursing, Association of Collegiate Schools 
of Nursing, National Association for Colored Grad- 
uate Nurses, the American Red Cross Nursing 
Service and the Subcommittee on Nursing. 


The Subcommittee on Nursing is one of the well- 
known groups of the Health and Medical Commit- 
tee, Office of Defense Health and Welfare Services, 
Federal Security Agency. 


This chief nursing problem of today, namely, the 
shortage of nurses, with a summary of what is 
being done by a united front in nursing to meet the 
problem, is completely presented in two recently 
published articles. They are so pertinent and sug- 
gestive, I give you their titles and recommend 
them. 


National War Nursing Program 
Alma C. Haupt, Executive Secretary, Subcommittee on 
Nursing, HOSPITALS, Vol. 17, April 1943, pp. 26-30 


National Nursing Council for War Service Sums Up Its 
Efforts to Meet the Need for Nurses 


Elmira B. Wickenden, Executive Secretary, National 
Nursing Council for War Service, The Modern Hospital, 
Vol. 60, March 1943, pp. 76-78 


As we know, the shortage problem is being at- 
tacked from several angles. First, schools of nurs- 
ing are being urged to increase enrollments and 
expand educational facilities, if needed, second, 
every available graduate nurse, active and inac- 
tive, is being sought through national inventory, 
in order that an equitable distribution may be 
made of those available for military and civilian 
service, and, third, the use of auxiliary workers, 
both paid and volunteer, is being urged. 


For the fiscal years of 1941 and 1942, Congres- 
sional appropriations of more than $5,000,000 were 
made available for increasing student enrollments. 
This program is administered by the United States 
Public Health Service. Progress has been made, 
but not enough, as figures show. In 1940, there were 
38,000 new students, in 1941, 45,000 new students, 
in 1942, the objective was 55,000, and for 1943, 
the objective is 65,000. These goals must be met in 
spite of the elaborate recruitment programs for 
enlistments in the Women’s Auxiliary Services in 
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the Armed Forces and the appeals for women in 
industry. 


The estimates are that there are 250,000 graduate 
registered nurses available for service, with an 
additional 25,000 to be graduated in 1943. This 
will total 275,000. Estimating that the Army and 
Navy need 61,000, of which less than half are now 
in service, and civilian needs require 290,000, these 
total 351,000. This means a shortage of approxi- 
mately 76,000. This is a problem, but, is it not, 
also, a challenge? 


Recruitment of Student Nurses 


The National Nursing Council for War Service, 
through the state and local councils, has accepted 
the challenge of recruitment. Elmira Wickenden, 
in the article mentioned above, points some per- 
tinent questions: 


“How can we equal the appeal of the aux- 
iliaries of the armed forces? How can we 
reach young college women who, upon grad- 
uation, might be prevailed upon to continue 
their education? How can we find scholarships 
for interested applicants who might pass up a 
$35 or $50 a week job in industry to enter a 
school of nursing? How can we adjust the basic 
nursing course for college women and high 
school graduates so that they can gain an 
adequate professional education in as short a 
time as is compatible with existing state laws 
for registration? How can we make such state 
laws more liberal without lowering hard-won 
standards? Each time these questions are 
raised, some progress is recorded.” 


More and more questions like these confront the 
recruiters. 


To assist the recruitment problem, a bill is be- 
fore Congress to create the Student War Nursing 
Reserve, previously named the Victory Student 
Nurse Corps. This plan is expected to provide for 
a distinctive corps with rank, insignia and pos- 
sibly street uniforms. It will provide, also, for 
maintenance, tuition and a stipend for personal 
expenditures. To participate in the plan it is ex- 
pected that schools of nursing will accelerate their 
programs from 36 months to 30 or 24 months. 


Whether or not the Student War Nursing Re- 
serve program becomes a reality, the accelerated 
program for the basic preparation of nurses is go- 
ing forward rapidly. Through the generosity of 
the W. K. Kellogg Foundation, a field service to 
assist schools to accelerate their basic programs is 
now available from the National Nursing Council 
for War Service. Institutes are being conducted 
in the states for this purpose now. The National 
League of Nursing Education is publishing a spe- 
cial bulletin, “Nursing Education in Wartime,” in 
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which every possible assistance is outlined to speed 
the basic preparation of nurses. 


Priorities for Nurses 


For an equitable distribution of graduate nurses, 
the National Nursing Council for War Service, 
through the local councils, has offered strong moral 
persuasion to nurses, to consider carefully whether 
or not they can serve best in the armed forces or 
at home. To assist with this, “Priorities for 
Nurses,” has been published by the National Nurs- 
ing Council for War Service. This pamphlet gives 
complete advice regarding priorities for general 
staff, institutional, office, private duty and public 
health nurses. 


It is expected that a Nurses’ Supply Board will 
be set up in the War Manpower Commission. The 
National Nursing Council is urging this National 
Supply Board. The postcard resurvey of nurses, 
now under way by the United States Public Health 
Service, is a step in the national plan for distribu- 
tion of graduate nurses. 


The Nurse Auxiliary Worker 


Necessity usually makes us change our ideas. 
Therefore, it is not too great an adjustment to find 
a very safe place for the auxiliary worker, paid 
and volunteer, in nursing service. In fact, the 
auxiliary worker is a necessity. This is not a new 
practice, only a new emphasis. The success of the 
Red Cross Volunteer Nurses’ Aide program has 
served to demonstrate the practicability of a wider 
use of auxiliary workers. It is highly probable 
that the professional nurse, in peacetime will not 
be required to return to duties which, in wartime, 
have been demonstrated could be safely delegated 
to less well trained personnel. The important 
factor in this situation is the professional nurse 
who is responsible for the nursing situation as a 
whole. The qualified head nurse is indispensable 
and she is the key to the success of this situation. 


One further important consideration in meeting 
the shortage of nurses is to provide proper work- 
ing conditions for all nurses in terms of hours, 
salaries and living conditions. Employers must in- 
vestigate these conditions and make adjustments 
where indicated. The Army and Navy pay nurses 
$150 a month, the Government services pay an 
equal amount for staff nurses. If other employers 
of nurses can offer the same, the employment prob- 
lem may be less acute. The March issue of the 
American Journal of Nursing carries an, illuminat- 
ing article from the Department of Studies, Na- 
tional League of Nursing Education, regarding 
salary scales for general staff nurses. 


In this presentation of nursing problems of to- 
day, it is quite clear that the chief problem 1s 
shortage, not only of graduates, but, also, of stu- 
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dents. Aggressive measures are under way to 
alleviate this problem. In other periods of crisis, 
problems have resolved themselves into oppor- 
tunities because of intense concern and action 
about the issues. What milestones shall history 
record regarding nursing following this war crisis? 

It may be predicted that the most hopeful out- 
come of the present united effort to meet nursing 
needs, will be a recognition of the absolute neces- 
sity for qualified head nurses who will be capable 
of analyzing nursing situations to the end that 
fewer professional nurses and more auxiliary 
workers will make up the nursing service per- 
sonnel for the future. 


The Aim of Nursing 


In this connection, it is appropriate and some- 
what reassuring to quote the aim of nursing as 
expressed in the 1937 edition of the Curriculum 
Guide for Schools of Nursing, page 26: 

“If the main aim of nursing is to help the 
patient regain and maintain health, or as Miss 

Nightingale states it, ‘to help the patient to 


live,’ and if in certain activities such as clean- 
ing the room, bathing the patient, taking tem- 
peratures, and serving diets, can be carried on 
by a nonprofessional person in such a way as 
to achieve these results satisfactorily, such 
duties should be assigned to those who can do 
them at the lowest cost commensurate with 
good results. It takes a professionally qualified 
person, however, to make such decisions and 
to assume responsibility for the coordination 
of all these services and the general super- 
vision of nonprofessional workers. This person 
should be able to perform every activity her- 
self, in order to properly supervise and teach 
those who assist in the nursing care of patients. 
Therefore, so far as the education of profes- 
sional nurses is concerned, they must in any 
case know all the activities thoroughly and in 
addition, be able to analyze nursing situations, 
know what type of nursing activities are re- 
quired, plan and carry out a well-coordinated 
program of nursing care (with or without as- 
sistants), and evaluate results.” 





The Medical Units Under Fire 


That the medical units have done as good a job 
under fire as any department of the Army is the 
estimate of Frank Hewlett, youthful veteran war 
correspondent of United Press, who has seen action 
since the first day of the war in Manila, through 
Bataan, Corregidor, and the New Guinea cam- 
paign. 

“During the Buna campaign the hospitals were 
often bombed and portable hospitals were often 
only a few hundred yards from the front lines,” 
Hewlett wrote Cpl. Jack O’Meara, of the Medical 
Replacement Training Center public relations staff 
here, from Australia where he is now convalescing 
from malaria contracted in the New Guinea jun- 
gles. “Doctors and medical soldiers often worked 
the clock around, and thanks to their efforts, 
coupled with blood plasma and the sulfa drugs, 
many lives and limbs were saved. 


That the medical personnel takes the same risks 
as combat troops was confirmed by Hewlett, who 
wrote that when a Japanese sniper got in a tree 
near a portable hospital “medics were hiding be- 
hind cots as they fired away and finally brought 
down Mr. Moto.” 


As an indication of make-shift conditions con- 
fronting the medical men of the Army, Hewlett’s 
letter continued, “with patients on stretchers in 
the open, doctors often performed tough opera- 
tions with their instruments sterilized by a pot of 
water boiling over a wood fire. 
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“I worked up a yarn about a doctor who per- 
formed an amputation and the soldier failed to 
snap out of it after getting a generous amount of 
blood plasma, so the doctor, after looking at the 
lad’s “dog tags” and discovering the soldier had 
the same blood type as his own, gave him a direct 
transfusion with his own blood and saved the 
youngster’s life.” 


Although under fire almost continuously since 
the Japanese bombed the open city of Manila, 
Hewlett escaped bullets, shells, and bombs during 
the Bataan campaign, on Corregidor and on three 
trips to the new Guinea front only to become a 
victim of disease. First it was tropical ulcers with 
complications and then malaria. 


Of his personal experience with Army hospitals, 
doctors and nurses, he commented: “This is the 
first time I have ever been in a hospital, but if all 
are like this one, I have been missing something 
good. The food is wonderful and the nurses all 
look like angels in their white uniforms. The doc- 
tors who have treated me were both big shots in 
civilian life and more than know their stuff.” 


Hewlett was a newspaperman in California, 
Hawaii, and at Tokyo before joining the United 
Press at Manila, and for his eye-witness accounts 
obtained under hazardous conditions at Bataan 
and Corregidor, he was selected as one of the 
outstanding war correspondents to receive a tro- 
phy for his performance last year. 
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sachusetts General Hospital, Boston, Massachu- 
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The Relation of the Dispensary to the Hospital 


DONALD C. SMELZER, M.D. 


the larger hospitals on this continent operate 

out-patient departments. There has been a tre- 
mendous growth of dispensary facilities in the last 
forty years. There are also certain agencies oper- 
ating out-patient clinics independent of hospitals. 
Many of these have direct or indirect contact with 
some hospital for the admission of in-patients as 
occasion arises. We are not particularly interested 
in this group at this time. 


} IS PROBABLY SAFE to assume that almost all of 


Certain hospitals still operate their out-patient 
department as a separate unit, there being little 
or no direct connection between the dispensary 
and in-patient staffs. This condition is to be de- 
plored. It is expensive, as there is much duplica- 
tion of records and equipment. The patient-physi- 
cian relationship that should exist to a high degree 
in the dispensary is broken if the patient has to bed 
admitted to the hospital. 


The Ideal Relationship 


The ideal relationship between dispensary and 
hospital is to have the same staff functioning in 
both places. The chief of a service should be re- 
sponsible for both out-patient and in-patient ser- 
vices. The doctors on service in the out-patient 
department should have the opportunity of fol- 
lowing their cases to the wards of the hospital 
when they are admitted. 


It has been definitely established that a well- 
run out-patient department saves the hospital con- 
siderable money, inasmuch as many patients 
would have to be admitted for diagnostic proce- 
dures if the out-patient department were not avail- 
able. Thus, the out-patient department must be a 
closely inter-related department of the hospital, 
and should be readily accessible to the diagnostic 
departments of the hospital, such as, x-ray, labora- 
tory, basal metabolism, physio-therapy, etc., in this 
way avoiding duplication of expensive equipment 
and personnel. If at all possible, the records of the 
dispensary should be filed in the same department 
as the records of in-patients. The unit system of 
records gives the most satisfactory results. 


The Appointment System for Return Visits 


One criticism of out-patient departments has 
been that because of the large number of patients, 
the attending doctor does not have sufficient time 
to attend each patient properly. This has been a 
justifiable complaint in many institutions, but in’ 
recent years the establishing of the appointment 
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system for all return visits, and the daily numer- 
ical control of new patients has been a great im- 
provement. A good hospital may have a poor out- 
patient department in the eyes of the public. Every- 
thing should be done to correct this impression. 
Nothing creates patient discontent more than the 
haphazard contact the patient has with his out- 
patient doctor. The creation of a sound patient- 
physician relationship is most essential. Contented 
physicians, too, are just as essential as contented 
patients. Therefore, the administration must see 
to it that careful credit ratings are made of pa- 
tients, so that the patients able to pay for private 
care are not accepted. 


The cooperation of a wide-awake social service 
department in the various clinics, with a follow-up 
on patients admitted to the wards, is a big help. 


The out-patient department should bear its 
share of all cooperating department expense, 
which is as it should be if the dispensary is con- 
sidered a department on a par with other depart- 
ments. 


Follow-up in the Out-Patient Department 


After the patient is discharged from the hospi- 
tal, he should be referred back to the out-patient 
department for follow-up. Ofttimes it is possible 
to save a considerable number of hospital bed days 
if the patient can return to the out-patient depart- 
ment for treatment and dressings. 


Interns and residents should be obliged to at- 
tend their respective clinics in the out-patient de- 
partment. There is no better training ground for 
the young physician, under proper supervision, 
than a well managed closely inter-related out- 
patient department of a good hospital. 


Nursing Service in the Out-Patient Department 


The nursing service in the out-patient depart- 
ment should be under the control of the nursing 
department of the hospital. An experienced nurse 
supervisor should, however, be-in charge of the 
nursing procedures in the dispensary. Pupil nurses 
may be assigned to the out-patient department as 
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part of their training, but it is more satisfactory 
to depend on graduate nursing service for the 
routine nursing procedures as they develop in the 
various clinics. 


The American College of Surgeons has adopted 
a minimum standard for out-patient departments. 
These are available in their manual of Hospital 
Standardization and need not be repeated here. 


In summary, it can be said that the out-patient 
department is the department where disease may 
be diagnosed and treated in its early stages, while 
the patient is still ambulant. At the same time, the 





social service department has an opportunity io 
render valuable service to the patient, doctor and 
hospital. 


In normal times the out-patient department is a 
valuable educational center for the younger med- 
ical profession. 


Standards should be just as high for medical 
staff, nursing personnel, and the nonprofessional 
aides, as in the hospital proper. The scientific 
service of hospital and out-patient department 
should be closely correlated in every way. This 
will create good service and promote economy. 








Dr. Basil C. MacLean, immediate past-president 
of the American Hospital Association and director 
of the Strong Memorial Hospital, Rochester, New 
York, has been commissioned a lieutenant colonel 
in the U. S. Army Medical Corps on special assign- 
ment to study all military hospitals in the country. 

The purpose of his survey is to determine 
whether the nation’s military medical personnel is 
being used to the best advantage. He will report 
his findings to the Surgeon General of the Army. 

Doctor MacLean will be on leave of absence 
from his duties at Strong Memorial Hospital for 
the duration of the war. Dr. Albert W. Snoke, 
senior assistant, will be acting director in Doctor 
MacLean’s absence, with Dr. John A. Lichty and 
Lawrence J. Bradley as assistants. 

The importance of Doctor MacLean’s study for 
the army was stressed by Maj. Gen. James C. 
Magee, Surgeon General, in a letter to President 
Alan Valentine of the University of Rochester re- 
questing Doctor MacLean’s release for war service 
in which he said: 

“The Army is operating the largest hospital 
service in the United States. An enormous ex- 
pansion has occurred and is still in progress. 
Needless to say, the medical department de- 
sires to provide the American soldier with the 
most efficient medical service that it is pos- 
sible to obtain. 

“While the organization and administration 
of the military hospital is excellent, it is felt 
that due to the rapid progress, some improve- 
ments may be made. Accordingly I have ex- 
tended to Dr. Basil C. MacLean of your staff 
an invitation to join the Medical Corps for 
assignment in this office. It is planned to util- 
ize the experience of Doctor MacLean in con- 
ducting an extended study of the hospital or- 
ganization and administration with particular 
reference to economy in the use of medical 
officers. 
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“Doctor MacLean has a very definite con- 
tribution to make to the war effort and it is 
therefore requested that his services be re- 
leased to us at the earliest possible moment.” 

The director of Strong Memorial Hospital is 
one of “very few physicians I have personally 
requested to enter the service,” Maj. Gen. 
Magee explained, “because of his peculiar 
qualifications and experience in hospital ad- 
ministration, with the expectation that these 
special talents could be utilized in improve- 
ments in administration of military hospitals.” 

“It most certainly would be reflected in in- 
creased efficiency in the treatment of thou- 
sands of sick and wounded soldiers,” Maj. 
Gen. Magee said. “I consider this a matter of 
great importance since changes in policy 
emanating from this office affect not only 
military hospitals in this country but in all 
our theaters of war as well.” 

Doctor MacLean became director of Strong Me- 
morial Hospital in 1935, after serving as superin- 
tendent of Touro Infirmary in New Orleans for 
five years. Before that he was assistant superin- 
tendent of the Montreal General Hospital in Mont- 
real. Born in Oshawa, Canada, in 1895, he received 
his medical degree from McGill University in 1927. 
He received the degree of Master of Public Health 
from Johns Hopkins University in 1942. 

He has made frequent trips to hospitals in va- 
rious parts of the country as administrative con- 
sultant and hospital surveyor and has been serving 
for some time as consultant to the U. S. Public 
Health Service and War Manpower Commission. 
He was president of the American College of Hos- 
pital Administrators from 1936-37, and was presi- 
dent in 1941-42 of the American Hospital Associa- 
tion. From 1936-41 he was chairman of the first 
Commission on Hospital Service which directed 
the development of hospital insurance plans in 
the United States and Canada. 
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The War Challenge to Hospital Administration 


MAURICE STOLLERMAN 


ous and determined effort to maintain 

proper standards of service in spite of the 
numerous problems precipitated by the war. 
Stirred by a high sense of responsibility and hu- 
manitarian ideals; hospitals, through the medium 
of devoted employees, are taxing their resourceful 
ingenuity to realistically face and to meet a social 
challenge. 


| fs an are at this time engaged in a vigor- 


The challenge to hospital administration, occa- 
sioned by the war, is not alone addressed to those 
who are charged with the professional responsibil- 
ity for the administration of hospital affairs, but is 
equally and basically a challenge to the social 
consciousness and vision of the community. 


The problems presented in the administration 
of a hospital are numerous, varied, and compli- 
cated. They present many factors for consideration 
and interpretation for they touch not alone upon 
medical service, but equally upon matters of soci- 
ology, psychology, economics, legislation and edu- 
cation. 


While this challenge calls for a process of social 
engineering, it equally presents unique oppor- 
tunities for greater and more effective social enter- 
prise. In justice to those who seek the services of 
a hospital, it becomes at once necessary for a clar- 
ification of the true function of a hospital. War or 
peace, there can be but a single principle upon 
which to base the formulation and execution of a 
hospital program for the care and treatment of 
patients; and that is, meeting the specific needs of 
a patient speedily and effectively. 


The Moral Structure Is the Strength of the Hospital 


In war as in peace—the strength of a hospital, 
a social agency, a state or a nation, lies primarily 
in its moral structure and in its understanding, 
and in its will to preserve the well-being and the 
integrity of individuals. Only too well have we 
learned from historical lessons that the most pow- 
erful structures can crumble when morale, under- 
standing, and vision from within are lacking. 


a 


A Radio Address delivered over Station WPRO. 
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The continued and continuing success and prog- 
ress of hospitals shall require first and foremost 
a sympathetic and understanding personnel in- 
spired with a deep sense of devotion to perform 
their sacred duties—for the quality and quantity 
of service rendered by a hospital rests primarily 
on the standards of performance rendered by the 
members of its staff, professional and nonprofes- 
sional. 


The Importance of the Hospitals’ Proper 
Employment Policies and Practices 


The challenge, therefore, that hospitals must 
proceed to face and meet is to insure the well- 
being of hospital employees through proper em- 
ployment policies and practices. Proper employ- 
ment standards must be developed and there must 
be created a positive incentive for hospital em- 
ployees to make hospital work their career with- 
out flirting with more attractive and alluring offers 


’ elsewhere for it is an elementary observation that 


the well-being of a patient will in a very large 
measure depend upon the happy adjustment and 
the well-being of hospital employees who can pur- 
sue their daily duties with a feeling of security 
that their efforts will be given proper recognition 
and adequate compensation. 


The arbitrary statement frequently heard that 
hospitals by virtue of their nature and character 
are unable to “compete with private industry” in 
maintaining the services of various types of em- 
ployees—can no longer be sustained either in 
theory or practice. The challenge is to recognize 
that the hospital cause is of sufficient magnitude 
to warrant improved professional opportunities to 
compete with industry. It is sometimes difficult to 
understand why this cannot be so. Hospitals may 
well be considered the community’s important and 


79 





indispensable “social industry” and we must tax 
our resourcefulness to meet this challenge. 


While we ask employees to give their best and 
their maximum; we, too, owe a corresponding duty 
to make provision for good salaries, good hours, 
retirement funds, vacations, and opportunities for 
professional growth and development. Such a 
policy will solve a tremendous problem and will 
eliminate the need to frequently knit together an 
organization of transient employees occasioned by 
frequent turnovers. Many will be the benefits to 
hospitals and to patients from such a policy for 
hospital employment must be made an incentive 
for a career and all that a career implies. 


This challenge is being met in a large measure 
and much progress in that direction will undoubt- 
edly be made as time goes on. 


Community Participation and Education 


The problems of hospitals have not been suffi- 
ciently brought home to the entire community 
through an effective medium of community par- 
ticipation and community education. The spirit 
of isolationism which has characterized numerous 
hospitals throughout the country is fast being 
broken down. It must be recognized that a hospital 
can no longer function as a separate, isolated, or 
self-contained unit. It must project itself into the 
larger community and become an integral part in 
the scheme of community social welfare. 


The challenge, therefore, is for the hospital to 


attempt to interpret its respective sphere of oper- : 


ations and to make the community aware and 
alert to its needs and problems as well as to its 


progress. This calls for closer participation in all . 


communal efforts with all existing social agen- 
cies, private or public. 


Establishing Reciprocal Relations between 
Hospitals and Their Communities 


Medical service is not alone the exclusive con- 
cern of a hospital. It is the community’s concern 
and the community’s responsibility. It is, there- 
fore, essential that we develop reciprocal relations 
between communities and hospitals. We must de- 
velop public understanding and appreciation of 
our public service. We must foster an attitude of 
genuine good will and personal pride and local 
pride on the part of the public toward the hospital 
which should rightly take its place as a social 
_ agency. 


Hospitals Are No Strangers to Difficulties 


Hospitals may be relied upon to meet the war- 
time challenge—they are meeting it every day. 
Hospitals are no strangers to difficulties, trials, or 
tribulations for their early beginnings were 
marked by incessant struggle. It was only by vir- 
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tue of their social vision and enterprise that they 
gained the fortitude, even in peacetime, to grow 
from humble beginnings to towering citadels of 
health. The self-same integrity, vision, loyalty and 
application can be relied upon to carry the hospi- 
tals through again. True there are burdens, but 
these burdens can grow lighter when the hospital 
administration experiences a feeling of reassur- 
ance that the community shares these burdens. 
Tasks impossible to perform alone can be done 
well when we work together with the thought 
that when victory comes we shall be better pre- 
pared to make the most of it for the good of all 
humanity. 


It is not the burdens of hospitals which weigh 
down its personnel, it is not the effort required 
to properly perform their tasks; hospital em- 
ployees want to have a feeling that they have a 
sense of worth and weight in the scales of human 
esteem and destiny and this can be brought about 
only through the medium of community education 
and community recognition. There exists, there- 
fore, a challenge for the trustees, administrator, 
physician, nurse, nonprofessional employee and 
the members of the community to strengthen each 
other, to help each other and to understand each 
other’s problems. The flow of interest from hos- 
pital to community and from community to hos- 
pitals will create a bond that strengthens hospital 
service and in this way much can be done to meet 
the strain and stress of wartime. 


The Community’s Social Responsibility for 
Public Service 


It may well be said to the credit of hospitals 
that they have begun to awaken many in the com- 
munity to their social responsibility for public 
service. It is daily bringing home a vivid lesson 
of the significance and meaning of public service 
and helpful cooperation resulting in worthwhile 
social byproducts. The public is becoming increas- 
ingly appreciative of the difficulties of hospital 
administration and hospital problems which will 
have a far-reaching effect on the place which the 
hospital will hold in the scheme of community life 
following the war. Progress in hospitals can only 
be made when the public will understand and ap- 
preciate its problems. No hospital can travel faster 
than the community is able to travel with it; and 
in this sense hospitals are meeting a challenge of 
far-flung implications when they are bringing the 
community closer to them. 


The community, existing social agencies, admin- 
istrator, physician, nurse, office staff and mainte- 
nance employees must be taught to work toward 
the welfare of the whole hospital. No one can work 
in a hospital as an independent employee. We 
operate in adjacent zones. Our tasks intermingle. 
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The success of one department depends upon the 
success of all other departments. It calls for an 
effort on the part of each to strengthen each other 
and let no selfish motive creep into this sacred 
cause. It calls for passing good teamwork to the 
end that there exists a well-rounded and coordi- 
nated effort for the sole benefit of patients. 


Each worker in a hospital must be a good will 
ambassador. He must be an inspiration and a 
source of reassurance to the troubled patient and 
give the patient a feeling of confidence. He must 


be taught not alone his own job, but must be - 


taught the responsibility of the hospital to the 
community. Workers must recognize that it is not 
the trustees’ hospital, nor the superintendent’s 
hospital, but it is their own hospital as well and 
they should glory in its successful operation. 


Wartime Challenge to Hospital Administration 


The real wartime challenge to hospital adminis- 


tration is to stand alert and to have the awareness 
that programs cannot remain static. They must 
undergo constant revision and changes for they 
are influenced by the emerging needs of patient 
population and general world events. 


The wartime challenge to hospitals is to main- 
tain and preserve the gains and social values that 
have been built up over a period of years. All of us 
must give as part of our contribution to the war 
effort—increased devotion—-increased service—in- 
creased good will—and to have the assurance that 
all who are directly or indirectly connected with 
hospitals stand ready and willing to help, guide 
and to advise as their contribution to American 
Democracy and the contribution that we of the 
hospital field can make to American Democracy 
and to the war effort is to go forward with hope 
and confidence that victory will be ours and that 
we have had the privilege of contributing to that 
victory. 
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Ecuador Improves Its Medical and Nursing Facilities 


Widespread attention is being given to public 
health and sanitation in all the American re- 
publics. 


New hospitals, new dispensaries and health cen- 
ters and new sewage disposal plants are already 
under construction in many widely separated 
areas. 


These public welfare undertakings in the other 
Americas are directed largely by the local author- 
ities with technical and, in some cases, financial 
assistance provided by United States Government 
Agencies. 


Recently, thirty carefully selected students be- 
gan a course of instruction in nursing at the Escu- 
ela Universitaria de Enfermeras Profesionales of 
Quito, Ecuador. This is the first project of its kind 
to be inaugurated under the inter-American health 
and sanitation program. 


The new nursing school at Quito is the result of 
cooperation among various Ecuadoran and United 
States agencies. Like similar nursing schoois under 
construction or planned in other countries cooper- 
ating in the health and sanitation program, the 
Quito nursing school will provide additional 
trained personnel for war and post-war needs. 


Besides the nursing school, the program in Ecua- 
dor includes installation of sewage and other sani- 
tation facilities, the building of hospitals and pre- 
ventive measures against malaria and plague. 


Students in the nurses training course spend the 
first four months receiving classroom instruction 
before entering clinical training. Upon completion 
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of the pre-clinical course, they receive hospital 
instruction in wards of the Eugenio Espejo Hos- 
pital, on whose grounds the school, known pop- 
ularly as the Escuela Modelo de Enfermeras, is 
located. 


This curriculum will enable students to meet the 
requirements of the International Council of 
Nurses and receive international recognition in 
their profession. 


Behind this program are the following Ecua- 
doran agencies: the Ministerio de Provision Social, 
the Asistencia Publica, Universidad Central, Direc- 
cion de Sanidad, Cruz Roja and Concejo Municipal. 


Associated with them are the Pan-American 
Sanitary Bureau, the Rockefeller Foundation and 
the Comision Sanitaria Norteamericana. These 
United States groups, in addition to providing 
funds and remodeling an unfinished building as 
quarters for the school, have contributed the serv- 
ices of the United States teaching staff. These in- 
clude Miss Anne Cacioppo, the director, and Miss 
Kathleen Logan and Miss Dorothy Foley. All are 
trained nurses from leading schools in the United 
States. 


Students receive free tuition, uniforms, meals, 
textbooks, materials and living quarters through- 
out the course of instruction. They live at the 
school under the supervision of Sor Emilia and Sor 
Maria Luisa, of the Sisters of Charity. 


A special uniform has been designed for the 
students in the traditions of the nursing schools of 
the United States. 





Hospitals in the Good Neighbor Policy 


FELIX LAMELA, F.A.C.H.A. 


man. We will call him Homo Americanus. He 

views the Americas of today as a unit. 

“Homo Americanus” was conceived many years 
ago by the Venezuelan soldier-statesman, Simon 
Bolivar, South America’s “George Washington.” 
He was born and reared in a long series of Pan- 
American Conferences. How strong a man he will 
grow to be will depend upon how much more sub- 
stantial food we are willing to give him beyond 
the adolescent diet of good intentions. 


COME TO discuss and identify a new kind of 


The important fact about Homo Americanus to- 
day is that he has come of age. He has been 
brought to that point by men of high ideals in 
combat with chauvinists of short vision. From you 
men and women he has acquired the depth of soul 
which is the true mark of maturity; because from 
you he has received the power to shape the health 
of all the peoples of all the Americas. You are 
giving him the opportunity to build his spiritual 
future with the help of a sound body. 


Perhaps you are not fully aware of the credit 
which is due you for the manhood of Homo Amer- 
icanus. I have seen him in action. Let me tell you 
the story. 


The Inter-American Hospital Association 


The Inter-American Hospital Association is the 
product of a persistent effort consistently carried 
on since 1935. That year, during the meetings of 
the American Hospital Association in St. Louis, 
it was suggested that the magnificent work you 
are doing in hospitals in this country, should be 
extended to benefit all hospitals in the Western 
Hemisphere. 


During the next three years, first in Chicago, 
then in Atlantic City, later in Dallas, a growing 
group of men of vision pleaded for the formation 
of a committee on inter-American relations in the 
American Hospital Association to study ways and 
means of establishing such a program. At the 
Dallas meeting in 1938, the Committee was at last 
appointed and Homo Americanus entered the hos- 
pital field to play a part more important than any 
of us realized. In 1939 a realistic diagnosis of his 


Presented before the New England Hospital Assembly, Boston, 
Massachusetts, March 1943. 
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growing pains was made at Toronto, and in 1940, 
in this city of intellectual integrity—Boston—the 
American College of Hospital Administrators and 
the American Hospital Association gave impetus 
to his growth by jointly announcing the First In- 
ter-American Institute for Hospital Administra- 
tors to be held in Puerto Rico. 


The Puerto Rico Institute 


This Institute was assembled on the basic prin- 
ciple that education of those entrusted with care 
of the sick will speed hospital progress. It inspired 
a practical plan of action. It provided material 
structure as well as moral atmosphere. It was 
there that we saw Homo Americanus fulfilling the 
true concept of Americanism in all its truth and 
beauty: liberty, democracy, and universality, both 
in theory and in fact. 


Out of the Puerto Rico Institute grew the Inter- 
American Hospital Conference in Atlantic City 
in 1941. There, the Inter-American Hospital Asso- 
ciation was formed to maintain close relations 
among the hospitals of the Americas, and to 
coordinate all humanitarian efforts for the better- 
ment of hospitals through education and inter- 
change of ideas and experiences. The Inter-Amer- 
ican Hospital Association proposes: 


To organize, at intervals, inter-American in- 
stitutes for hospital administrators, and hos- 
pital congresses to discuss hospital problems, 
and ways and means to improve hospital 
service. 


To promote the creation of national hospital 
associations in the Americas, and to cooperate 
in their coordination. 


To establish a bureau of information in mat- 
ters of hospital administration through publi- 
cations and other means of expression. 


To promote the granting of study and travel 
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fellowships providing for interchange of hos- 
pital administrators, directors, physicians and 
technical personnel with the end of further- 
ing knowledge in hospital administration. 


The Inter-American Hospital Association could 
not have been developed only by the increasing 
enthusiasm and comradeship which then prevailed 
among the hospital people of the Western Hem- 
isphere. It required realism to save its ideals from 
sterile dispersion. We could not have achieved 
practical results merely by solemn and ceremoni- 
ous rites springing from well-meaning intentions. 
An economic structure was necessary to perpetu- 
ate this great new stronghold of Pan-American- 
ism. 


The Rio de Janeiro Resolution 


Then, an outstanding event took place in the 
growth of Homo Americanus. A concrete recogni- 
tion by statesmen of the important role health 
plays in international relations was given at the 
Third Meeting of the Ministers of Foreign Affairs 
of the American Republic at Rio de Janeiro in 
January 1942. There, a resolution concerning the 
improvement of health and sanitary conditions 
was passed, which I quote: 


“WHEREAS: 


“1 The American Republics are now under- 
taking measures for the development of 
certain common objectives and plans 
which will contribute to the reconstruc- 
tion of world order; 


“2 The American Republics are now under- 
taking measures seeking to conserve and 
develop their resources of critical and 
strategic materials, to maintain their do- 
mestic economies and eliminate econom- 
ic activities prejudicial to the welfare 
and security of the American Republics; 


The defense of the Western Hemisphere 
requires the mobilization of the vital 
forces, human and material, of the Amer- 
ican Republics; and 


“4 Adequate health and sanitary measures 
constitute an essential contribution in 
safeguarding the defensive powers and 
the ability to resist aggression of the 
peoples of the American Republics; 


“The Third Meeting of the Ministers of 
Foreign Affairs of the American Republics 


“RESOLVES: 


“1 To recommend that the Governments of 
the American Republics take individu- 
ally, or by complementary agreements 
between two or more of them, appropri- 
ate steps to deal with problems of public 


May 1943 


health and sanitation, by providing, in 
accordance with ability, raw materials, 
service and funds. 


To recommend that to these ends there 
be utilized the technical aid and advice 
of the national health service of each 
country in cooperation with the Pan 
American Sanitary Bureau.” 


The Pan-American Sanitary Bureau 


The Pan-American Sanitary Bureau to which 
this resolution refers is an independent interna- 
tional public health organization. It was created 
by the Second Inter-American Conference in 1902, 
organized by the first Pan-American Sanitary Con- 
ference, and supported by annual quota contribu- 
tion prorated among all the American Republics. 
The Bureau is interested, primarily, in the preven- 
tion of communicable diseases and in the mainte- 
nance and improvement of the health of the people 
of the twenty-one American Republics. It is the 
center of public health of the Americas. 


The Inter-American Hospital Association was 
placed under the wing of this Bureau, and Homo 
Americanus breathed a fuller life when the Office 
of the Coordinator of Inter-American Affairs 
granted to the Pan-American Sanitary Bureau 
funds to aid in the development of the Inter- 
American Hospital Association. 


The Inter-American Hospital Association now 
has, in process of organization, three regional in- 
ter-American institutes; one in Mexico for hospital 
administrators of north and central America, and 
the Caribbean area; one in Lima, Peru, for hos- 
pital administrators of the western coast; and one 
in Rio de Janeiro for those of the eastern coast 
of South America. 


So, you see, Homo Americanus has been grow- 
ing with you for eight years. He is quite grown 
up, and I am sure you will want him to have a 
mente sana in corpore sano. 


The magnitude and pressure of wartime de- 
mands have absorbed your time and attention, so 
that hospital service may be adapted to the 
changed war economy and needs; however, this 
should not be carried on to the exclusion and 
neglect of a duty that time and circumstance make 
unavoidable. 


The Inter-American Hospital Association needs 
your continued support and advice. The future 
tranquillity of the people of the Americas will flow 
from a river of mercy and tolerance. It is the best 
heritage we can give our children and our chil- 
dren’s children. 


The health, the life, the destiny of Homo Amer- 
icanus are in your hands. 
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Difficulties in a Case Finding Program 
Among Hospital Personnel 


HOWARD L. ALT, M.D. 


N NO GROUP is an adequate tuberculosis case find- 
ing program of more importance than in the 
general hospital personnel. It is well known 
that the incidence of the disease is higher in this 
group than in the general population. Until an 
x-ray examination of the chest of all hospital pa- 
tients becomes a routine procedure, the hospital 
personnel will continue to be exposed to a number 
of unsuspected cases of pulmonary tuberculosis. 
In future years, the number of noninfected indi- 
viduals, that is non-reactors to tuberculin, enter- 
ing the employ of the hospital will show a steady 
increase. This trend is revealed by the decline. in 
reactors among first year medical students at 
Northwestern University from around 65 to 30 per 
cent within a period of eight years. 


Table I 


Percentage of tuberculin reactions in first year 
medical students. 


(There were about 125 students in each class) 


1939 1940 1941 1942 
Percentage 87.7 64.9 68.7 


1943 1944 1945 1946 

Percentage 50.4 25.5 32.5 

As there is an increased hazard for the nonin- 

fected individual coming into a tubercularized 

environment, the importance of adequate case 
finding becomes greater than ever. 


The more complete and thorough is the case 
finding program, the earlier will tuberculous pul- 
monary lesions be detected. An ideal program for 
the average hospital is as follows: 

1 Roentgenograms of the chest and mantoux 
tests (P.P.D, and P.P.D,)* on all new per- 
sonnel 

2 Roentgenograms every six months on re- 
actors to tuberculin 

3 Mantoux tests every six months on non- 
reactors 

4 When the mantoux test becomes positive, 
roentgenograms every three months for one 
and one-half years 


Fhe. Meith 
e Dr. Howard L. Alt is on the Staff of the 
Student Health Department of Northwestern 
University Medical School, Chicago, Illinois. 








5 Free use of roentgenograms on all individu- 
als presenting symptoms of afternoon fever, 
excessive fatigue, loss of weight, pain in the 
chest and hemoptysis 


6 On detection of a tuberculous lesion in a 
member of the personnel, a prompt study of 
close contacts and possible sources of infec- 
tion** 


The difficulties and expense in carrying out such 
a program are considerable. The main expense, 
which is for x-ray films, can be reduced to about 
one-tenth by the use of 4 by 5 inch miniature films. 
General use of these films will be a great stimulus 
to more adequate case finding. The success or fail- 
ure of the case finding program among hospital 
personnel lies chiefly in the hands of the physician 
in charge. He should be specially informed in the 
methods of detecting tuberculosis, and should 
either have the help of a qualified roentgenologist 
or have had considerable experience in interpre- 
tation of chest roentgenograms. Careful and com- 
plete records must be kept of the results of exam- 
inations on each employee. The _ physician’s 
continued interest and responsibility in such work 
can only be expected when some compensation is 
forthcoming. 


Uninformed members of the hospital personnel 
will often object to such a study and will some- 
times leave rather than comply with it. This diffi- 
culty can usually be surmounted by a brief lecture 
to acquaint them with the general problem of 


*Purified protein derivative; first and second strength. F 

**The most common source of infection among the hospital 
personnel is the patient. Although a routine roentgenographic 
examination of every hospital patient is not strictly within the 
realm of case finding in the baat geen this procedure is probably 
as important as the case finding program itself. 
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tuberculosis. A frequent defect in carrying out a 
case-finding program on a large personnel is the 
failure of each and every individual to have tuber- 
culin tests and roentgenograms at the specified 
time. To avoid this, the program must be abso- 
lutely compulsory and the individual must be 
relieved of his duties at the time the examinations 
are scheduled. Considerable time is wasted both 
on the part of the physician and employee when 
the tests are made individually rather than in 
groups. 


Even though the program is carried out strictly 
as outlined, flaws are bound to creep in which in- 
terfere with the earliest detection of pulmonary 
tuberculosis. Assuming that the purified protein 
derivative is of standard potency, in some cases it 
may be difficult to decide whether the reactions 
are positive or negative. These are usually record- 
ed as doubtful. In such cases, the use of a slightly 
greater potency of P.P.D. might reveal definite 
sensitivity. Between the time of infection with 
tubercle bacilli and the time the mantoux test 
becomes positive, there is a latent period of about 
three to seven weeks. Individuals tested during 
this period, though infected, would not be studied 
roentgenographically until six months had elapsed. 
A lesion thus might go undetected for a period of 
several months. Since sensitivity to tuberculin 
usually precedes the occurrence of a pulmonary 
lesion visible by roentgenographic examination, 
a latent lesion rarely would be found in a non- 
reactor. 


The mainstay of any tuberculosis case finding 
program is the periodic roentgenographic examin- 
ation of the chest. But here again are flaws in the 
recommended program that might be difficult to 
overcome. As visible pulmonary lesions develop 
within a matter of days or weeks, some individuals 
would have latent tuberculosis many months be- 
fore the routine examination is due. Also, it is well 
recognized that the roentgenograph may show too 
much or too little in the way of shadows in the 
chest. Pulmonary tuberculosis may be present 
without showing roentgenographically; small 
shadows may be overlooked or interpreted as in- 
significant: a tuberculous lesion may be diagnosed 
as nontuberculous or the reverse might be true. 
A summary of some of these flaws in the roent- 
§enographic examination of the chest along with 
specific examples among medical students is as 
follows: 


1 


A tuberculous pulmonary lesion may develop 
shortly after a routine film is taken and therefore 
80 undetected for some time. 


Student A was found to have a positive mantoux 
test for the first time in May 1942. Roentgeno- 
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graphic examination of the chest was normal. Two 
months later, he had a slight hemoptysis and the 
roentgenogram then revealed a small infraclavi- 
cular lesion. 

2 


Tuberculous pulmonary lesions may be present 
without showing roentgenographically. The pres- 
ence of tubercle bacilli in the sputum with normal 
roentgenographic findings in the chest is a recog- 
nized phenomenon. 


Student B had an hemoptysis and was found to 
have a unilateral supra- and infraclavicular lesion 
on his roentgenogram in July 1936. It was then 
discovered that his sputum contained acid fast 
bacilli five months previously. Serial roentgeno- 
grams in the interim were reported as normal. 


3 


Pulmonary shadows may be of such a nature 
as to be considered of no importance by the 
roentgenologist. Very smal! lesions may be fre- 
quently overlooked or passed over as insignificant. 
Again they may be obscured by a rib or other 
normal structure. Supraclavicular lesions may at 
times be interpreted as soft tissue shadows. 


Student C’s routine senior film in March 1939 
was reported as normal. Three months later, an- 
other roentgenogram revealed a definite infracla- 
vicular coin-shaped shadow. On re-examination of 
the first film, a very small shadow at the same site 
could be seen. This had been regarded as insig- 
nificant on the first reading. 


4 


A tuberculous pulmonary lesion may be thought 
to be nontuberculous. 


Student D reacted to tuberculin for the first time 
in April 1942. He complained of a chronic chest 
cold of several weeks duration at that time. The 
roentgenograms revealed slight clouding at the ex- 
treme base of the left lung. Two sputum examina- 
tions were negative for tubercle bacilli. Two 
months later, the lesion had shown marked re- 
gression but there was now evidence of a dia- 
phragmatic pleural adhesion. Gastric washings 
revealed the presence of tubercle bacilli on guinea 
pig inoculation. The diagnosis was not made sooner 
because of the uncommon location for a tubercu- 
lous lesion. 

5 

Nontuberculous lesions in the lungs may be in- 
terpreted as tuberculous. When’ small shadows, 
particularly in the upper third of the lung field, 
appear and disappear very rapidly, it is impossible 
to make a diagnosis of tuberculosis without fur- 
ther evidence than is offered by x-ray. Certain 
cases of “virus” pneumonia present shadows that 


85 





are not possible to distinguish from tuberculosis 
on the roentgenogram. 


.Student E had normal roentgenographic findings 
in the chest in the early part of July 1942. His 
mantoux had changed to positive in April 1942. 
Early in September, several days after an acute 
respiratory infection with fever, a small circum- 
scribed infraclavicular lesion was noted on the 
roentgenogram. Two weeks later, this lesion had 
almost entirely disappeared. Whereas tuberculosis 
cannot be ruled out in this case, its presence seems 
rather unlikely. 

* * * 

The type of roentgenographic errors outlined 

can assume considerable proportions when condi- 


tions for carrying out the program are poor. On 
the other hand, such errors can be minimized by 
the use of adequate apparatus, proper technique in 
making the films, stereoscopic films when indi- 
cated and serial roentgenographs and by skilful 
interpretation of the roentgenograms. 


An attempt has been made in this article to 
point out some of the difficulties and flaws in a 
case finding program among hospital personnel 
members. As the program reaches its maximum 
efficiency, many of these difficulties and flaws will 
be overcome. The day has come when it is the 
duty of every hospital administration to make a 
sincere effort to detect the earliest stages of pul- 
monary tuberculosis among its personnel. 





The Hospital 


ANATOMY AND PuHysIOoLoGy: LABORATORY MANUAL 
AND Stupy GuIDE. King and Roser. W. B. Saund- 
ers Company. Second Edition. 1943. Price $2.75. 


This guide, like the others in the series, is based 
on the accepted educational principle that the 
more fully the student enters into active partici- 
pation in manual and practical work the more 
effective the learning will be. 


The exercises conform to the general outline as 
recommended in the Curriculum Guide and con- 
tain instructions which will be of assistance in the 
improvisation of inexpensive laboratory apparatus. 





+ 


SocraL WorkK YEAR Book. 1943. Russell H. Kurtz, 
Editor. Russell Sage Foundation. Seventh Issue, 
1943. Price $3.25. 


This authoritative record of organizational activi- 
ties and directory for national and state agencies 
has already become a standard for those interested 
in the broader aspects of social work and related 
fields. 





QuiIcK REFERENCE Book For Nurses. Helen 
Young, R.N., J. B. Lippincott Company. 5th Edi- 
tion. 1943. Prace $2.00. 


In these busy days quick reference books become 
of increased value. Likewise, the exigencies of 
war have given the opportunity for the more 
prompt and complete study of new curative agents 
and procedures than is possible under ordinary 
peacetime conditions. 


In her present revision of this handy but stand- 
ard quick reference volume, the author has been 
able to incorporate the latest advances in therapy 
and nursing practice, and by the utmost economy 
of space to keep the volume down to convenient 
pocket size. 


86 


Book Shelf 


PRINCIPLES OF EtuHIcS. Don Thomas Verner 
Moore, Ph.D., M.D. J. B. Lippincott Company. 4th 
Edition, 1943. Price $3.00. 


The basis of this book is the diaries kept by 
ninety-five nurses. Their personal problems as 
revealed in their diaries are interpreted by the 
author on the principles of moral philosophy. 


This highly clinical approach to problems usu- 
ally considered philosophical rather than practical 
gives an unusually sound understanding upon 
which the individual can resolve his or her own 
problems. 


A new chapter “The Ethics of War” gives special 
consideration to the changed ethical concepts 
which war brings as its inevitable accompaniment. 





EMOTIONAL HycIene. Camilla M. Anderson, M.D. 
J. B. Lippincott Company. 3rd Edition. 1943. Price 
$2.00. 


A valuable book for the individual seeking bet- 
tern personal adjustment and for those who must 
deal with maladjusted personalities. Since the sick 
are usually sick in mind as well as in body, the 
clinical nurse will find this book of great help in 
her every day contact with patients. 





+ 


Eruics ror NursEs. Charlotte A. Aikens, R.N. W. B. 
Saunders Company. 5th Edition. 1943. Price 
$2.50. 


This edition of a text which has been standard 
for more than twenty-five years has been real- 
ranged to conform to the Curriculum Guide. A 
new chapter on basic principles and orientation 
has been added and many of the other chapters 
have been rewritten and expanded to bring them 
up-to-date. 
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Blue Cross News 


“American Industry and Hospitals Cooperate to Roll Up 
Another 500,000 Blue Cross Plan Subscribers 
in First Quarter of 1943” 


“American industry is setting an unbeatable 
record in the production of war materiel, but it is 
not overlooking another important field—the 
health of the worker and his family,” said E. A. 
van Steenwyk, chairman of the Hospital Service 
Plan Commission, as he received the quarterly fig- 
ures showing the growth of Blue Cross Plans. “In 
the past ninety days, four thousand new groups 
have been enrolled and these new groups plus the 
additions to old groups have totaled another half- 
million subscribers. Thus today, the approved Blue 
Cross Plans are assuring hospital care to more 
than 11,000,000 men, women and children. This 
number does not include more than 650,000 par- 
ticipants whose contracts are in suspense because 
of enlistment in the armed forces.” 


The net increase in growth during the first quar- 
ter was 553,000 persons and is more rapid than the 
average growth of the corresponding quarter in 
previous years. Of the 11 million active total, 45 
per cent are employed subscribers and 55 are fam- 
ily members. This compares with the trend during 
previous years—in 1941, 40 per cent subscribers 
and 60 per cent family members; in 1942, 41 per 
cent subscribers and 59 per cent family members. 
In this first quarter of 1943, 39 per cent are sub- 
scribers and 61 per cent are family members. 


The leading plans, based on increased enrollment 

for the quarter, are: 
Headquarters 
Newark 
Cincinnati 
Pittsburgh 
Massachusetts 
Minnesota 
Toronto 
Philadelphia 
Chicago 


Participants gained 


244,584 
The increased enrollment in this group of eight 
Plans is 44 per cent of the gain for the entire 
movement.* 


‘ *A complete report on enrollment is available upon request 
to Hospital Service Plan Commission, 18 East Division Street, 
hicago, Illinois. 
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FAST COMPETITION: J. Philo Nelson was recently 
billed to talk at the weekly meeting of the Oakland Ad- 
vertising Club. When he arrived he discovered that a man 
in uniform with an athletic background was hero of the 
occasion. Charley Paddock, “fastest human” and now a 
Marine Corps Captain spoke on the subject “We Are 
the Marines.” But Mr. Nelson got the interest of the 
entire membership with his talk on Blue Cross, he shared 
the photographers’ lens with Capt. Paddock, and in the 
accompanying newspaper story, Mr. Nelson stole the 
show. The headline played up Blue Cross and the story 
was all Blue Cross except for eight lines on the Marines. 
Quote: “Before closing his talk, Nelson invited interested 
listeners to visit the Hospital Service of California head- 
quarters at 364 14th Street for further information.” 





Member Hospitals 


Quebec Hospital Service Association has added 
four new member hospitals to its list of service in- 
stitutions. They are: St. Joseph’s Hospital, and 
Lachine General Hospital, Lachine, Quebec; and 
Sherbrooke Hospital and St. Vincent de Paul Hos- 
pital in Sherbrook, Quebec. E. W. Millican, execu- 
tive director, comments that these new hospitals 
are the first to be accepted outside metropolitan 
Montreal, and that it is the wish of his board of 
directors to enter into arrangements with all hos- 
pitals throughout the province. It is then planned 
to conduct an extensive enrollment campaign in 
the rural areas. 
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Enrollment More Than 300,000 


in Buffalo 

At the annual meeting of the board of directors 
of The Hospital Service Corporation, Carl M. 
Metzger, executive director, reported that the en- 
rollment of 81,000 additional participants during 
1942 had boosted the Plan’s total enrollment to 
more than 300,000. This represents one-third of the 
population in the area covered by the plan. With 
few exceptions, the major industrial and mercan- 
tile organizations have made the service available 
to their employees. 

*x* * * 

The routine operation of Michigan Hospital 
Service has developed facilities of contact with all 
the hospitals in the state. Because of this the Hos- 
pital Day Committee of the Michigan Hospital As- 
sociation has requested that the plan permit use of 
these facilities for the distribution of material rela- 
tive to the May Twelfth observance this year. 
John R. Mannix, plan director, says that he is 
happy to comply with the request and to cooper- 
ate in any way possible to aid in the National Hos- 
pital Day observance. 

* ** 

The leading newspapers in Harrisburg recently 
featured the purchase by the Plan of $100,000 in 
War Bonds. Clement W. Hunt, executive director 
of Capital Hospital Service, Inc., announced that 
the Plan possesses war bonds to the total of $229,- 
000. The Harrisburg Telegraph and the Evening 
News ran three-column and two-column pictures 
respectively. 
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Associated Hospital Service, Inc., Milwaukee, distributed 
Plan literature to over 40,000 persons at the recent Home 
Show in the Milwaukee Auditorium. The event was spon- 
sored by the Milwaukee Real Estate Board, ran from 
March 13 to 20 and the community non-profit plan was 
furnished preferred space without charge. Mr. Wheeler, 
Plan Director, reports that the flm “The Common De- 
fense” was shown along with Red Cross movies at least 
twenty times a day. Inquiries from management of plants 
indicated that the small cost of furnishing the booth was 
a good investment. 





Photograph taken at Annual Meeting of Hospital As- 
sociation of Pennsylvania at Philadelphia. Below (left to 
right) James A. Hamilton, president of the American 
Hospital Association (director, New Haven General Hos- 
pital); Dr. Donald C, Smelzer, new president of the Hos- 
pital Association of Pennsylvania (managing director, 
Germantown Hospital, Philadelphia); Joseph G. Norby, 
president of the American College of Hospital Adminis- 
trators (superintendent, Columbia Hospital, Milwaukee); 
and E. A. van Steenwyk, chairman of the Hospital Serv- 
ice Plan Commission. 
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Newspaper Publicity 
In the course of a year, the average Blue Cross 
Plan will have submitted a weekly story to its lo- 
cal papers and in most cases the editor will have 
accepted and given generous space to the story. 
The year’s coverage breaks down into the follow- 
ing stories: 


2 stories 
4 yearly 
4 


National Hospital Day cooperation 

Quarterly enrollment report 

Quarterly utilization 

Subscriber # so and so 

Patient # so and so 

Baby # so and so 

Approval Day story 

Mid-winter meeting, before and after 

Annual Convention 

Officers Elected, annual meeting 

Monthly story, bills paid 

Oddities 

Radio notes 

Miscellaneous, including announcements of talks 
to be given, special meetings of the board, in- 
crease or decrease in benefits, etc 12 





52 stories 
ee 


Middletown Air Depot Welfare Association is 
seeking to enroll 10,000 new members for the Cap- 
ital Hospital Service, Harrisburg, Pennsylvania. A 
special bulletin was printed to inform all employ- 
ees of their opportunity to enroll and in it the 
Commanding Officer recommended that all em- 
ployees consider the value of good health and the 
opportunity offered them by the Blue Cross. Spe- 
cial booths were set up by the welfare department 
and placed in the various departments. 


* * * 


Hospital Service, Inc., of Lima, Ohio, reports 
that one of their subscribing groups places great 
emphasis upon the value of Blue Cross protection. 
In a recent help wanted ad, this company listed 
among the benefits of employment, the privilege 
of participating in Blue Cross service which was 
paid for by the employer. 
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In Texas the state-chartered Group Hospital Service 
has made remarkable progress since its start four years 
ago. Dr. J. H. Groseclose, chairman of its board of direc- 
tors, reports: “All of the major hospitals are behind us 
100 per cent. Our financial condition is excellent. All of 
. our bills are paid, and all of the money we borrowed in 
1939 has been repaid.” 





State of California 
GOVERNOR'S OFFICE 
SACRAMENTO 
April 3, 1943 


EARL WARREN 
GOVERNOR 


Mr. J. Philo Nelson, General Manager 
Hospital Service of California 

364 - 14th Street 

Oaklend, California 


Dear Mr. Nelson: 


Being familiar with the work of the Blue 
Cross Plen, it is a pleasure to comply with your 
request for a brief statement to be run in 
connection with a feature story scheduled by 
the Oakland Tribune. 


Since its inception six years ago, 
I have been very much interested in the progress 
of Hospital Service of California. I have 
come to know that the Blue Cross Plan of the 
Hospitel Service of California provides a 
real protection to the Americen worker and 
his family against the unpredictable costs of 
illness. I feel that such voluntery movements 
deserve the cooperation of the voublic because 
they offer a practical solution to an important 
socisl question. I and my family have been 
subscribers for several years and will continue 
our support. 


Sincerely, 


Governor 











“Express to Better Health” is the title of a book- 
let recently prepared by Massachusetts Hospital 
Service specifically for the enrollment of employ- 
ees of the Boston & Maine Railroad. The cover car- 
ries an illustration of a speeding Boston & Maine 
locomotive and string of cars. The enrollment offer 
embraces all employees in Massachusetts and in 
New Hampshire and offers surgical benefits as 
well. Copies will be distributed to all Blue Cross 


Plans. 
* K * 


Record? An Omaha physician and his wife were 
admitted to the hospital twelve times in a period 
of a little over two years, and in this time they re- 
ceived 290 days of hospital care. Plan allowances 
on their bills came to $780.80. 





The office of Associated Hospital Service of Nebraska, 
311 Omaha National Bank Building, Omaha. The gentle- 
man in the doorway who appears to shy away from the 
feminine pulchritude is J. H. Pfeiffer, executive secretary. 








TOUR THROUGH TEXAS 


BLUE CROSS PLAN 











This clean unpretentious building at Olive & Bryan 
Streets in Dallas assumes the stature of the U. S. Treas- 
ury in the eyes of the 75,000 Texans who look to it for 
payment of their hospital bills. Dallas claims, without 
dispute, the first popular hospitalization plan in America 
—organized in 1928 by Dr. Justin F. Kimball. 


Building was entirely remodeled and redecorated, inside 
and out, by the owner and at no cost to Group Hospital 
Service. This is the entrance and reception room. Miss 
Euline Mitchell (right) is director of public relations, 
and Dorothy Rambo manages individual enrollment. 


The gentleman is Walter R. McBee, Executive Director, 
and head of the largest (in square miles) Blue Cross Plan 
in the country. Mr. McBee has a flair for publicity and 
is Chairman of the Texas Council on Public Relations. 
Misses Dague and Suratt are able assistants. 
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——— 
Record that impulse on the electrical accounting ma- 
chines above. Olga Sykes, left, is the manager of the 
department and her assistant is Helen Thompson. These 
machines with their miles of wiring, their uncanny me- 
chanical perfection keep the red tape out of Blue Cross, 


“ai 


George Dorsa, auditor, reports the Plan is in excellent 
financial condition and has a reserve of $33,000. Mr. 
Dorsa’s assistants are Misses Weisinger and Johnson. 
| ae 
FA i et 
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The general office supervisor, Ned Prigmore, left rear, 
has charge of the two departments shown above—hospi- 
talization and certificate writing. The hospitalization 
department handled the details connected with the pay- 
ment of $350,000 in hospital bills last year. 


Howard Hill heads the sales executive department, and 
is responsible for the gain of more than 5000 subscribers 
in the past quarter year. 
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Price Trend of Hospital Commodities 
McGILL COMMODITY SERVICE, INC., AUBURNDALE, MASSACHUSETTS 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


MONTHLY INDICES FOR HOSPITALS 


Apr. Apr. Apr. Apr. Apr. Apr. Jan. Apr. 
1937 1938 1939 1940 1941 1942 1943 


ALL COMMODITIES! : 86.2 70.3 67.3 71.0 79.0 97.2 101.6 105.6 


Industrial! . 86.0 73.1 70.5 76.9 83.6 94.4 95.1 96.8 
Agricultural! E 82.2 58.1 55.1 65.3 67.3 88.9 96.2 100.6 
Livestock! ; 89.7 72.8 70.7 60.6 80.1 119.1 127.4 136.4 
Food Index? : 85.5 12.3 68.6 71.6 77.9 98.7 105.2 106.3* 
Factory Employment? — —_— 96.7 102.6 125.8 146.3 164.9 167.6* 
Factory Pay Rolls? — — 93.9 105.8 150.2 221.4 291.6 298.0* 
Cost of Living? 101.8 100.9 99.1 99.8 102.2 115.1 120.6 121.5* 





IMcGill Index 2Bureau of Labor *Estimated 


tial order to freeze prices and wages. The 

Ruml Plan has been defeated which means 
that excess purchasing power will be siphoned off 
in bulk until such time as a pay-as-you-go plan is 
adopted. A coal strike has been averted, but the 
final chapter in the fight for higher wage rates and 
farm prices will not be written for a period of 
years. Facts must be squarely faced and the truth 
is that the Administration to date has made only 
a feeble effort to really combat inflation. Com- 
modity prices and wage rates until recently have 
not been frozen—they were merely stationary for 
a temporary interval. There is no point in holding 
Canada up as a shining example where stabiliza- 
tion is a success, because in that country all vital 
phases of economic machinery were definitely 
frozen at the outset—December 1, 1941. 


Te HEADLINES in the news feature the presiden- 


In our country, however, the vicious cycle which 
leads to inflation has been operating more or less 
unmolested with the result that month after month 
more maladjustments and dislocations material- 
ized. Now it appears a bit late to lock the stable 
door. There is no question in our minds that the 
farm bloc, while temporarily defeated, will merely 
mark time until the auspicious moment arrives to 
strike for a higher level for agricultural commodi- 
ties. Remember, price is a controling influence in 
stimulating production, and in 1943 bumper crops 
are imperative. Labor unions drunk with power 
will pounce on any excuse to brake the “little 
steel” formula. Meanwhile, industrial activity will 
continue to forge ahead and the Federal Reserve 
Index which currently is estimated at 103 per cent 


May 1943 


over the base period 1935-39 should experience 
little difficulty in reaching a peak of 120 per cent 
by autumn. At that time new peaks will be estab- 
lished in over-all employment and purchasing 
power. Just how the tax question will be met is 
problematical, but we do know that it is imperative 
to increase the tax burden by another sixteen bil- 
lion dollars if revenue is to make any showing in 
terms of total expenditures. We repeat that the 
burden of taxation is too great a responsibility for 
the average individual, and hence, tax deductions 
at the source may be considerably nearer than 
generally assumed. 


Commodity Prices 


It is indeed interesting to note that despite the 
avalanche of controls inaugurated since the out- 
break of warfare in September 1939, economic 
trends have run almost parallel with the oscilla- 
tions chronicaled in World War I. The principal 
major difference is in the magnitude of the ex- 
pansion in the physical volume of production. 
This is explained by the fact that in the year 1942 
this country spent more than was expended dur- 
ing the entire war period a quarter of a century 
ago. The records show that production from 
August 1914, to the peak in 1917 increased 36 per 
cent. Since September 1939, the unprecedented 
stimulation in output measures no less than 94 
per cent. 


Commodity prices, after moving in an irregular 
manner throughout 1915, then started the sky- 
rocketing course that did not halt with the end of 
the war but continued to a peak which culminated 
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in 1920. At that time prices ruled 146 per cent over 
the 1914 average. In the current conflict prices 
have moved steadily upward, and in four years’ 
time have climbed 65 per cent. This is not far out 
of alignment with the 85 per cent increase regis- 
tered during the first four years of World War I. 


The cost of living ascended with marked rapidity 
throughout the war and post-war periods over a 
quarter of a century ago. The increase during the 
first four years totaled 69 per cent, and at the ex- 
treme peak in 1920 the cost of living stood 100 
per cent over 1913. During the first two years of 
World War II there was no major change, but dur- 
ing the past two years the cost of living has ad- 
vanced no less than 20 per cent. We submit the 
above comparisons to prove conclusively that de- 
spite the best efforts of man to control economic 
trends, we have not achieved stability in any sense 
of the word, and fundamentally, trends still re- 
main inescapably upward. 


Drugs and Chemicals 


The drugs and fine chemical market continues 
to experience an abnormally heavy demand. In 
many instances acute shortages make necessary 
the utilization of substitute materials. For ex- 
ample, pentaerithritol, propyleneglycol, polyethy- 
leneglycol, and sorbital are being used instead of 
glycerine. Quinacrine, pamaquine napthoate, and 
totaquine are substituting for quinine. Saccharic 
acid is being used in place of citric and tartaric 
acids. Some special solvents are being substituted 
for ethyl alcohol which is unavailable for many 
consumers, or is available only in a limited manner 
compared with normal consumption. 


Paper Products 


Paper production is currently holding at 89.7 
per cent of capacity compared with 103.4 per cent 
a year earlier. Total output for the first quarter 
was in excess of the pre-arranged schedule, and 
hence, some contraction appears inevitable during 
the second and third quarter. Demand exceeds 
output, and the industry has no sizable reserve 
stockpile to fall back on. Government require- 
ments will be pared down, but even under the most 
optimistic conditions, the margin between supply 
and demand will remain exceedingly thin. The 
price structure is strengthening under the leader- 
ship of kraft wrapping, kraft liner, and newsprint. 


Cotton Goods 


A strong supply situation is indicated for the 
immediate future. Furthermore, the prospect of 
an eventual rise in raw cotton prices will un- 
doubtedly necessitate a revision in the entire price 
schedule for finished cotton goods. At present the 
production of items for essential use is extremely 
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heavy and only a limited volume of goods is being 
made available for civilian use. However, the 
growing shortage of civilian supplies is now re- 
ceiving government recognition, and an improved 
scheduling of all cotton goods output is in prospect. 
Problems of labor will become intensified during 
the next few months, and we doubt if the total 
volume of production can be stimulated much 
above present levels. Supplies of civilian cotton 
goods in retail channels are declining sharply, and 
replacement is exceedingly difficult at this time. 


Fuels 


The past month has been an interesting one 
from the standpoint of the agitation regarding the 
demands of the Union. It is clear now that the 
danger of a coal strike has passed, but it is obvious 
that union demands will be at least partially 
granted and the miners will probably get at least 
a dollar a day more pay. Naturally, the higher cost 
of production will eventually be passed on to the 
ultimate consumer. Statistics show that although 
bituminous coal production during the first two 
months of this year was the heaviest in any recent 
year, industrial stocks have declined to the lowest 
level since last summer. This to some extent rep- 
resents a normal seasonal development, but also 
reflects the problems surrounding transportation. 
These problems are not likely to be solved in the 
immediate future, and delayed deliveries of coal 
will be more general in the coming months. 


Residual fuel oil price ceilings in California were 
advanced at the same time that a permitted rise 
took place in heavy crude oil. This could well be 
the beginning of a nationwide advance in all types 
of fuel oil quotations. Every effort must be made 
to increase the production of all types of petro- 
leum. Latest statistics place residual fuel oil stocks 
on a nationwide basis at 68,178,000 barrels as com- 
pared with 83,394,000 barrels a year earlier. The 
comparison in gas oil and distillates is somewhat 
more favorable with the latest supply figure being 
placed at 31,724,000 barrels as against 31,337,000 
barrels a year ago. Despite the prospects of a 
better transportation system next winter, fuel oil 
for home and industrial use will again be scarce 
as the export movement from the East Coast will 
be substantially increased. 


While supplies of gasoline will be increased in 
the east, a greater reserve will be held for export 
and military use. Stocks in California have been 
increasing lately, and there is a possibility that 
some concessions below price ceilings may be wit- 
nessed. On a national basis gasoline stocks show 
a considerable decline from a year ago, and re- 
finery crude runs during the first quarter of this 
year averaged well below the same period in 1942. 
Because crude oil is not available in several major 
refining areas, substantial changes must be made 
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in the movement of gasoline from plants to con- 
sumers in the East. 


Groceries 


The Wholesale Grocery Index compiled by the 
National American Wholesale Grocers’ Association 
has been discontinued. In our Index tabulation we 
have substituted the Food Index of the Bureau of 
Labor. Although theoretically, prices of all com- 
modities have been frozen, the fact remains that 
loopholes exist which will permit higher prices 
from a longer-range standpoint. The food situation 
within our borders is really serious. The point to 
keep in mind is that farmers will not be disposed 
to stimulate production in volume unless there is 
an outstanding price or profit incentive. While in- 
creased production goals have been set for prac- 
tically all major foods and feedstuffs, we are pro- 
gressing on the premise that the farmers of this 
country this year, due to the obvious handicaps, 
will do well to produce crops that will equal the 
bumper yields of 1942. 


Dairy Products 


Cold storage holdings of butter remain a mere 
fraction of the normal complement. The number 
of milk cows on the farms is not increasing at a 


rate deemed advisable for an adequate rate of milk 
output for production of butter, cheese, dried milk, 
casein, etc. In the final analysis output will do well 
to equal the 1942 volume, which was less than the 
amount chronicled in 1941. Prices are destined to 
hold firmly at ceiling levels. 


Cheese production will experience difficulty in 
equalling the record volume of 1942. This is due 
to the fact that Government requirements of milk 
products, particularly dried milk, will automat- 
ically expand to cope with military and lend-lease 
requirements. Even under civilian rationing a 
stronger statistical position is indicated. This year 
seasonal influences will have only a minor effect. 
Protective inventories on a maximum basis are 
advocated. 


The spread of the black markets could easily 
have some adverse effect upon egg production, as 
flocks are being killed off faster than statistical 
series indicate. Then, too, the supply status of feed 
has tightened. On the other hand, military, lend- 
lease, and civilian demand for poultry and eggs 
will hold at record-breaking levels for an indefinite 
period. Under existing conditions seasonal influ- 
ences will prove of a negligible character during 
the spring period. Purchases of good-quality eggs 
for storage purposes are recommended. 





American Born Japanese Graduates of College of Pharmacy 
are Available 


The following letter has been received from 
T. C. Daniels, assistant dean of the College of 
Pharmacy, University of California Medical Cen- 
ter, San Francisco, California: 


In the spring of 1942 all Japanese on the Pacific 
Coast were evacuated to relocation centers. In 
this group were a number of graduates from the 
College of Pharmacy several of whom have had 
hospital pharmacy experience. Virtually all of this 
pharmacy group are American-born citizens and in 
so far as we have been able to observe are both 
loyal and dependable. Many of them are well 
trained and experienced pharmacists. 


The present policy of the Government is to re- 
lease the American-born Japanese who have shown 
evidence of loyalty for civilian.employment in 
localities other than the military restricted zones 
on this coast. I believe that you will agree with 
me that we should assist in every way possible 
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the rehabilitation of individuals qualified to assist 
us in the present emergency. Moreover, such 
people are entitled to every consideration. 

I am wondering if it would not be possible for 
you to call the attention of your readers to the 
availability of these pharmacists. In so doing you 
would be rendering a distinctive service to those 
hospitals in need of pharmacists and at the same 
time helping these unfortunate citizens. Both men 
and women are available and for most part they 
are in their early twenties and none are more 
than thirty years old. The College of Pharmacy 
will be glad to assist any one in contacting in- 
dividuals who have the necessary qualifications 
for specific positions. 


Thanking you for your consideration, I am 
Sincerely yours, 
T. C. DANIELS, 
Assistant Dean. 
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Analysis of Hospital Service in 1942 


the American Medical Association, shows a 
continuance of four very definite trends in 
hospitalization: 

1 An increase in the number and size of gen- 
eral hospitals 

2 A decrease in the total number of all hos- 
pitals 

3 A decrease in the number and bed capacity 
of all special hospitals except those for dis- 
eases of the eye, ear, nose and throat, con- 
valescent hospitals and a vague classifica- 
tion, “other hospitals” 


Te 1942 Census of Hospitals, just published by 


4 A marked increase in the use of the mater- 
nity facilities of hospitals 


In 1929, the total number of nonprofit general 
hospitals was at its peak—5038. Since then there 
has been a fairly consistent decline to 4421 in 1942. 
This decline is in the number of special hospitals, 
particularly maternity, children, and isolation hos- 
pitals, and more recently orthopedic hospitals. 
General hospitals from a low of 4198 in 1934 as 
compared to 4322 in 1927, have now more than 
regained their loss and number 4557 for 1942. 


The number of beds in nongovernmental hos- 
pitals began to increase in 1930; since then there 
has been a consistent increase from 324,596 in 1939 
to 368,946 in 1942. 


Despite the early decrease in the total number 
of hospitals, the average number of beds in such 
hospitals has shown a consistent increase for each 
of the fifteen years since 1927, from 79.9 in 1927 
to 130 in 1942, an increase of 62.7 per cent in aver- 
age sizes. 


The growing popularity of the hospital as the 
preferred place in which to be born is reflected in 
the increase of births in hospitals from 708,889 in 
1931 to 1,404,940, and to 1,670,599 in 1942. This 
represents an increase from 33.6 per cent of all 
births in the United States in 1931 to 55.9 per cent 
in 1941. The sharp increase from 1941 to 1942 may 
not represent a similar increase in the percentage 
of births in hospitals as such statistics are avail- 
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able indicate a very large increase in the total 
birth rate, an increase which demographists expect 
to recede to normal, and perhaps lower, by the 
middle of 1943. 

The percentage of the total population hospital- 
ized during the year varied from 5.4 in Arkansas, 
6.0 in Kentucky and 6.2 in Alabama to 15.3 in Ari- 
zona and Wyoming, and 15.4 in Nevada for a na- 
tion wide average of 9.5. 


As compared to an increase of 59,446 beds in all 
types of hospitals there was an increase of 60,772 
beds in general hospitals, 7974 in nervous and 
mental, 7 in tuberculosis, 202 in maternity, 3501 in 
eye,ear,nose and throat, as well as slight gains in 
the number of beds in isolation and in convales- 
cent hospitals. This was offset by reductions in the 
number of beds in other hospitals as follows: 2478 © 
in industrial; 1753 in children’s; 69 in orthopedic; 
and 8505 in hospital departments of institutions. 


The total number of beds in tax-supported hos- 
pitals increased from 717,888 in 1934 to 1,015,781 in 
1942, an increase of 41.5 per cent, while voluntary 
(nonprofit) hospitals in the same period increased 
their total bed capacity from 267,712 to 316,291 an 
increase of about eighteen per cent. During the 
same period proprietary hospitals decreased their 
bed capacities from 62,501 to 51,755. 


Of interest in the planning of hospital facilities 
are the statistics on the number of patients oper- 
ated upon. These showed a high of 54 per cent 
of all admissions in New Hampshire, 53.7 per cent 
in Pennsylvania, and 52.8 per cent in Rhode Island. 
Thirty states had operating rates between 40 per 
cent and 50 per cent, and fourteen states between 
35 and 40 per cent, while Wyoming with 21.8 per 
cent was the only state having a rate of less than 
35 per cent. 

Deaths in hospitals increased from one for each 
twenty-one admissions (adults plus live births) in 
1936 to one for each twenty-five in 1942. Death 
rates in hospitals in different states varied from 
4.6 per cent in Rhode Island, 4.4 in New York and 
Tennessee, and 4.2 in Delaware, New Jersey and 
Pennsylvania, to 2.1 per cent in Wyoming, 2.4 per 
cent in Texas and Georgia and 2.5 per cent in 
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North Carolina. The country wide death rate in 
hospitals was 3.5 in 1942, as compared to 3.4 in 1941, 
both based on total admissions of adults plus live 
births. 


Variations in necropsy rates were quite as wide, 
from 42.9 in the District of Columbia, 33.8 in Min- 
nesota, 31.9 in Colorado, and 31.5 in Missouri, to 
6.3 in Mississippi and 6.4 in Idaho. Necropsy rates 
in individual hospitals were still high though 
showing a definite decline from 1941 figures. Six 
hundred fifty-nine hospitals reported rates of more 
than 15 per cent in 1942 as contrasted to 709 hospi- 
tals making similar reports in 1941. Seven hospi- 
tals reported rates in excess of 80 per cent, while 
thirty-four reported 70 per cent or more. The only 
states which showed less than 10 per cent necrop- 


sies were Idaho with 6.4 per cent and Mississippi 
with 6.3 per cent. 


An interesting item is the background of ad- 
ministrators shown by this analysis for 1926, 1933, 
and 1942: 


1926 1933 1942 
2648 2312 2280 
1676 2559 2167 
2528 1548 1898 
Thus while medical administrators have suffered 
a slow but consistent loss (about the same as the 
loss in number of proprietary hospitals during the 
period), nurses registered a large gain and laymen 
a large loss in the period 1926 to 1933 but nurses 
showed a slow loss to laymen in the period 1933 
to 1942. 





Drifters 


The “drifter” type of individual is familiar to 
every large hospital. Almost all hospital admin- 
istrators know her ways but, for one reason or 
another, prefer to leave her as well as themselves 
unmolested. 


We can, as a rule, identify our drifter friend 
as she wends her way leisurely to the drinking 
fountain in the corridor several times during the 
course of the day, taking a passing interest in the 
occupants of the various offices as she returns to 
her work. Or, perhaps, we have observed her re- 
peating one of her many pilgrimages to the rest 
room for a few puffs and possibly for the oppor- 
tunity of transmitting a few morsels of spicy gos- 
sip to other birds of the same feather. Or, perhaps 
you are afflicted with the social type of drifter 
who, not having the time but having the money 
to spend, delights in spending both in the tea room. 
Here we make the acquaintance of our social 
drifter as she sips beverages and holds court. 


Then again it might be your fortune—or mis- 
fortune—to have among your possessions, the “dis- 
turb the routine” drifter. This type is easily the 
most costly and unfortunately the most prevalent. 
She drifts from office to office or from department 
to department, without valid reason, thus not only 
wasting her own time, but also distracting other 
employees from their work. Distractions can cause 
errors which are expensive to correct. Some drift- 
€fs are quite disarming as they go through the 
corridors, looking important, with several docu- 
ments in their hands. 


The drifter is fair game for any executive with 
a flair for discipline and she can be eliminated by 
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some tactful conversation carried on behind closed 
doors. We have learned from industry that this 
disease is decidedly curable. 

John F. Crane. 





os 
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Nylon Sutures 


Stronger and less irritating to the body’s tis- 
sues, nylon has proved a superior replacement for 
silk in sutures. It will not dry out and rot like 
the natural fiber, and, therefore, quantities are 
being made for storage at United Nations’ medical 
depots throughout the world. 


Surgeons use as small a suture as is consistent 
with the strength required, for the smaller ma- 
terial the less the chance of irritation. Nylon has 
greater tensile strength than silk and can be pro- 
duced in controlled, uniform diameters. 


Nylon monofilaments are solid.strands, in con- 
trast to silk sutures which are made by twisting 
together a number of threads. Skin can grow into 
the interstices of the braid causing irritation and 
other complications when the sutures are removed. 
Smooth, solid nylon precludes this possibility. It 
is particularly good for heavy wounds, where a 
“stay suture” is required. The nylon sutures are 
non-capillary. Germs from infected tissues are not 
absorbed and cannot travel through the suture as 
they sometimes do in braided material. 


The synthetic is so inert and non-irritating that 
it can be used internally as well as externally. 
It does not fray or splinter. There is no chance of 
small slivers wearing off the suture and working 
through the body. 
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Approaching Hospital Problems of Wartime 
with Proper Perspective and Psychology 


J. B. FRANKLIN 


we are passing. Although many people do not 

act as if they knew it, nevertheless, we are at 
War. We are in an “all out” war. The final out- 
come will mean everything to us, whether good 
or bad. If we win, we will continue to enjoy the 
liberties and freedoms which are so dear to us, 
and which were won by our forefathers at a tre- 
mendous cost in blood and sacrifice. But if we 
lose, we surrender our democratic way of life, 
and we will no longer be a free people, but will be 
slaves to our conquerors. Our first duty, therefore, 
is to win this war. All else is transitory, fleeting, 
and insignificant in comparison. 


Te ARE DARK and perilous days through which 


The Hospital in War and in Peace 


But how does this question affect the operation 
of hospitals? Is not a hospital essentially the same 
institution in time of war, as in time of peace? Is 
not its function to give the best possible care and 
service to the sick and injured at all times? Yes, 
to give the “best possible care and service,” but 
herein lies the difficulty. The “best possible” or 
the “possible best” care and service in time of 
war may be very different from the “possible best” 
care and service in time of peace. Circumstances 
determine the quality of “best care and service,” 
and circumstances include the medical staff, nurs- 
ing staff, the technical staff and the personnel 
generally, as well as equipment, and medical, sur- 
gical, dietary and housekeeping supplies. 


A lack of these people and things, in whole or 
in part, is what tests our mettle, taxes our ingen- 
uity, and proves our resourcefulness, adaptability 
and general fitness for the responsibilities that are 
ours. 


Of necessity, our medical and nursing staffs, 
and personnel generally, may or must be consider- 
ably reduced in numbers, and possibly in general 
efficiency. And often we may be short of equip- 
ment, and medical and surgical supplies, such as 
we ordinarily use and have. War needs must be 
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met first. Our men and women on the battle fronts 
of the world must have first call on our resources. 
We must be willing to give up some of our doctors, 
nurses, and other needed personnel, and equip- 
ment and supplies of whatever sort, and we must 
be willing to sacrifice, if need be, some of our 
usual routines and daily practices to meet present 
conditions. 


Matching Sacrifices 


Experience has taught me that we do not have 
to have many of the things we once thought abso- 
lutely necessary. The great majority of us waste 
sufficient time each day almost to double our out- 
put. Much depends upon our system, or lack of 
system, upon our willingness and determination to 
work. When we are inclined to insist on some pet 
idea, or on some personal comfort, let us stop and 
count the price our armed forces are paying, and 
determine whether or not we are willing, as best 
we can, to match their sacrifices. We must learn to 
get along on very much less than we have been 
accustomed, and be willing to submit to many 
inconveniences and to make large sacrifices. Like 
St. Paul, we must learn how to be dbased, if 
necessary, as well as how to abound. 


Making Known the Needs of Our Hospitals 


But I do not mean to say that we should permit 
our personnel and supplies to be reduced beyond 
the danger line without a protest. As hospital rep- 
resentatives, we are in position to evaluate local 
problems and needs, from all angles, and this we 
should do, and should insist upon the minimums 
being met. It is not the desire or purpose of our 
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Government, as I understand it, to punish or to 
reward certain localities by calling into the armed 
services, or by not calling, certain individuals, or 
by withholding needed supplies from a hospital. 
Government officials or committees cannot know 
our local situations as we know them, hence it is 
up to you and to me, to give all the support we 
can, but it is equally our duty to make known our 
real needs, in the right spirit, and to contend for 
them. Without this, our communities may be de- 
prived of absolutely necessary medical and nurs- 
ing services. Local public health must be guarded, 
and local public morale must be maintained. Calm 
acquiescence, or even passive resistance, is not 
enough or best, if experience and our best judg- 
ment teach us otherwise. By knowing our com- 
munity needs, and by contending for them, we 
may be serving best not only the local situation, 
but also the situation at large. 


The spirit, the morale, of the administrator and 
of his associates, will suffer at times, but we must 
not allow jolts and disappointments to depress us 
for long. Our resourcefulness, our good sense, our 
determination, our patriotism must predominate. 
We must show the stuff of which we are made. 
We must not admit defeat. 


Hospital Press Relations 


The public needs to be told in carefully prepared 
press releases, facts about our institutional needs 
and problems, including the necessity of increas- 
ing salaries, and the increase in the cost of all 
supplies and equipment, as well as the shortage 
of labor and, therefore, the need for curtailing 
demands upon the hospital. The hospital must do 
more than ever before—but not as usual. The pub- 
lic can “take it,” and will cooperate, if we demon- 
strate the righi kind of leadership. 





Procedure to be Followed in Taking Case Histories to Court 


1 Every page of the hospital record is to be num- 
bered in order, consecutively, before it leaves the 
record room. 


2 A book record is to be kept listing each hospi- 


tal record taken to court with individual entries as" 


follows: 


Date (day taken to court), name of person 
taking record to court, patient’s name, admit- 
ting number and description—such as: Admit- 
ting or first sheet, p. 1; physicians’ record 2-6; 
x-ray report, 7; laboratory sheets 8-9; opera- 
tion sheets 10-11; nursing record 12-18. 


3 No representative of the record library is to 
take a hospital record to court and/or identify such 
record in court without being in possession of a 
letter describing the record to be taken to court. 
The description is to cover the facts required in 
the record book as listed under 2 above. 


The letter is also to identify the representative 
delegated to take the record to court. The repre- 
sentative is to be provided with an identification 
card bearing his photograph, his signature, and the 
Signature of the head of the record library. 


4 Each representative of record library taking 
hospital records to court or elsewhere must obtain 
Teceipt of persons subpoenaing such record in 
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duplicate, original to be returned to the record li- 
brary properly signed by person requesting record 
with full name, address, and telephone number. 
This receipt must be taken at time record is deliv- 
ered. (The representative will be provided with 
such duplicate receipt form before leaving the 
record library.) 


5 If the court requires that the hospital record 
be left in court, the form is to be filled in with the 
name of the patient and description of the record. 
One of the forms is to be left with the court and 
the original receipt, signed by the clerk of the 
court is to be returned to the record library. 


6 When the chart is returned to the record li- 
brary, immediately or at a later date as in the case 
of the records left in the court, the returned rec- 
ord is to be checked with the description on the 
book record (2 above), or in the case of the pho- 
tographed records with the photographed record to 
assure completeness of history. Any discrepancy 
is to be reported at once to the medical superin- 
tendent. 


7 In no case, with or without a receipt, is the 
record to be left with an attorney or any party 
other than the court in which the case is on trial. 


—Chicago Bar Record 
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Comprehensive Hospital Service Under 
Inclusive Rate Plan 


PAUL KELLER, M.D. 


paper on the subject of “inclusive” hospital 

rates at the annual meeting of the American 
Hospital Association held in Milwaukee, Wis- 
consin. It was a particularly appropriate subject 
for discussion at that time. Scientific advances in 
diagnostic and therapeutic techniques has multi- 
plied the variety, complexity, and costliness of the 
services which hospitals were required to provide 
for their patients, and many of the patients who 
required extensive and costly hospital services 
were ordinarily in no position to adequately com- 
pensate the hospitals for such services. As a result, 
the strained state of hospital finances was becom- 
ing increasingly aggravated. 


the fall of 1933 I was privileged to present a 


My experience and observations during the past 
decade have convinced me of the desirability of 
“inclusive” hospital rates. This conviction is shared 
by many persons active in the hospital field, and, 
in recent years “inclusive” rate systems have been 
adopted by a number of outstanding institutions 
located throughout the country.* 


It is the purpose of this article to stimulate dis- 
cussion of “inclusive” hospital rates and to en- 
courage administrators to overcome the sentimen- 
tality which so often induces us to cling to tradi- 
tions and practices which were so comfortable 
and so useful in days gone by. 


“Inclusive” rates are the hospital economic 
counterparts of the modern advances in scientific 
techniques and principles. They conform with the 
contemporary status and requirements of patients, 
physicians, and hospitals alike. It is important that 
we give careful consideration to the rationale of 
“inclusive” rates because hospitals cannot inde- 
finitely continue their present unit charge systems 
which do not permit all patients to enjoy to the 
utmost the advantages of modern scientific tech- 
niques without uncertainty and without the spec- 
tre of individual financial catastrophe. The in- 
evitable political, economic, and social conse- 
quences of the present world and national situation 
threatens to endanger the continued existence of 
the voluntary hospital system as we know it. Hos- 
pitals may easily fortify themselves by applying 


the Blue Cross principle of a flat rate payment to 
*Examples are: Newark Beth Israel; Roosevelt, New York; 
Brooklyn Jewish, New York; St. Barnabas, Newark; University 


Hospitals, Cleveland; New Haven Hospital, New Haven, Connecti- 
cut; New York (Cornell Medical Center) Hospitals. 
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all patients but established.on a graduated in- 
creased daily basis. Such a plan will aid hospitals 
to regain the widespread public sympathy and 
support which has been somewhat dissipated by 
the misunderstandings and adverse public reac- 
tions arising out of the prevalent unit system of 
hospital charges which have increased because of 
scientific developments and increasing hospital 
costs. 


The study of “inclusive” rate systems can best 
be introduced by analyzing the factors involved 
under the prevalent charge per item system as 
compared with those involved under an “inclu- 
sive” rate system. Since all hospitalization directly 
affects the patient, the hospital, and the physician, 
each one of these groups will be considered in this 
analysis. 


The public, generally, has no intelligent under- 
standing of hospital problems and hospital prac- 
tices. The average person does not know how and 
on what basis hospital charges are determined. He 
has no standards upon which to place a monetary 
evaluation on any given hospital service or hos- 
pital services in general. He is in no position to 
know, for example, that what appears to him to 
be a relatively simple and inexpensive procedure 
might well have required expensive and compli- 
cated equipment and materials and the services 
of highly trained personnel. In addition, a great 
many physicians dislike to discuss and explain 
hospital charges to their patients and frequently 
fail to do so. 


The average person is not prepared, either 
psychologically or financially, to face the conse- 
quences of illness. A sick person resents his own 
illness. Pain and disability are rarely conducive 
to an attitude of judicial calm and when we con- 
sider that the sick person is suddenly confronted 
with a compulsion to dissipate his resources for 
unwelcome services which are often beyond his 
understanding, we can well appreciate that hos- 
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Here's WHY THE SIMPLE- 
TO-USE SAFTIFLASK MEANS 
GREATER SAFETY... 


.... AND HERE’S WHY CUTTER 
SOLUTIONS THEMSELVES CAN BE 
TRUSTED... 


Prepared in a biological laboratory—one of America’s 


oldest — Cutter Solutions are tested as meticulously 
as biologicals. Tested chemically, bacteriologically, 
physiologically. Each lot is proven safe before admin- 
istration. Specification of Cutter Solutions “in Safti- 
flasks” protects doctor and hospital, and provides 
smooth reaction-free infusions. 


As any doctor or hospital technician knows, the 
simpler the apparatus for intravenous injection, 
the safer it is in use. Cutter Saftiflasks do away 
with involved procedure. There are no loose parts 
to wash, sterilize and assemble. And no gadgets to 
attach. Just plug in your injection tubing. 


CUTTER LABORATORIES * BERKELEY * CHICAGO « NEW YORK 
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pitalization is frequently initiated under a cloud 
of ignorance and worry. 


Objections to Hospital Rates Under a 
Charge per Item Basis 


In the event of hospitalization under a charge 
per item basis, hospital charges appear to rain 
down upon the unhappy individual who is seri- 
ously ill and requires extensive hospital services. 
Charges for x-rays, operating room services, 
laboratory services, special diets, basal metabol- 
ism, guinea pig inoculations, tissue examinations, 
medications appear to flow in an unending stream. 
Every time an additional examination or other 
hospital service is rendered to the patient, he 
begins mentally to dig down into his pocketbook. 


The patient becomes skeptical. He does not know 
if the services rendered are, or were, really neces- 
sary or helpful. He does not know why they should 
cost so much because, as far as he can observe, 
the procedures are relatively simple. Since his 
health and perhaps his very existence is in the 
hands of his physician and the hospital, he or- 
dinarily does not demur, thus contributing to the 
growth of a sense of frustration. To top it all off, 
he does not know when the stream of charges 
will end and what his total hospital expense will 
be. 


Adverse Reaction of the Public to the 
Charge per Item Basis 


It is no great wonder, therefore, that many per- 
sons have come to take it for granted that hospital 
charges are high, often seemingly unreasonable 
and exorbitant. It is the great weakness of the 
charge per item system that, under modern con- 
ditions, it fosters adverse reactions, particularly 
in that group of persons who have the greatest 
needs for modern hospital services and who are 
most benefited by their hospitalization. The charge 
per item basis was readily applicable in the “good 
old days” when hospital services were limited to 
a relatively few, simple procedures. Today, mo- 
dern hospitals are required to be prepared to 
render an array of diagnostic and therapeutic 
services which call for complicated and expensive 
appliances and materials and for skilled personnel, 
and the “a la carte” system is not so well adapted 
to the requirements of patients with “table d’hote” 
pocketbooks. 


The tragically erroneous conception that hos- 
pital charges are generally inequitable has had a 
harmful effect upon the voluntary hospitals or, 
conversely, voluntary hospitals have suffered some 
loss of public sympathy and support which they 
might otherwise have enjoyed if some sections of 
our population had not been led to believe in the 
alleged “cupidity” of hospitals. The person who is 
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discharged with a memory of the apparently un- 
holy “profit” which the hospital made at his ex- 
pense is hardly to be persuaded that the hospital, 
instead of having its treasury filled to overflowing 
is actually in dire financial straits and is hard-put 
to pay its bills, and that the individual charges 
for the services rendered to him are actually fair 
and reasonable. 


Incidentally, the adverse public reaction to pre- 
valent hospital rate practices may contribute to 
the incidence of bad debts in hospitals as com- 
pared, for example, with hotels. After all, the 
average individual will experience no great 
qualms of conscience in welching on a debt which 
he considers to be unreasonable and unjustifiable. 


Advantages of the Inclusive Rate Plan 


An “inclusive” rate system eliminates the psy- 
chological handicap of the charge per item system. 
The patient is assured that all hospital services 
necessary to his treatment and cure will be ren- 
dered to him without additional charge (with 
specific exceptions such as physicians’ fees, special 
nursing fees, radio rental and guest trays) in re- 
turn for his flat rate payment covering a specified 
period of hospitalization. The patient will be in a 
position to know, with reasonable exactitude, just 
what his total hospital expense will be. Each ad- 
ditional examination and other hospital service 
rendered will no longer induce a mental prod in 
the region of the pocketbook. There will no longer 
be any grounds for doubting the necessity of any 
given procedure nor to question the fairness of 
individual charges. On the contrary, the patient’s 
gratitude towards the physician and the hospital 
will increase as more and more services are ren- 
dered to him because he will know, a priori, that 
such services are rendered to him without the 
possibility or thought of additional payment to 
the hospital. 


Patients want to have everything done which 
might help them. They do not want one single 
service omitted which might foster their cure, and 
they are willing to pay for the peace of mind 
which comes from the assurance that all eventuali- 
ties, at least as far as hospital services are con- 
cerned, are reasonably guaranteed in advance. 
That is one of the secrets behind the success of 
the Blue Cross Plans. They benefit by the peace 
of mind they enjoy in having secured a worth 
while protection against the contingency of hos- 
pitalization. The “inclusive” rate system applies 
the same principle to all hospital patients. Patients 
are willing to pay the average charges of the 
average patient hospitalized for any given period. 
Those requiring less than the average amount oF 
value of hospital services and those requiring more 
than the average amount of hospital services will 
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both benefit psychologically, and the severely ill 
patient will benefit financially as well. 


Present Hospital Charges Not Excessive 
Any person who has an understanding of mo- 
dern hospital problems realizes, of course, that 
present hospital charges are generally not exces- 
sive, to say nothing of exorbitant. On the contrary, 


it can be readily demonstrated that, in many in-_ 


stances, hospital charges for individual items of 
service do not accord an adequate return to the 
hospital but are too low. The difficulty lies in the 
method of determining the individual charges 
rather than the charges themselves, and a serious 
fault of the charge per item system is that it en- 
courages the retention of faulty methods of com- 
puting individual charges because of the very 
number and variety of modern hospital services. 


The unit charge system is set up in many hos- 
pitals for individual items of service without any 
real knowledge as to the actual cost of the indi- 
vidual item in question. Ordinarily, ‘institutions 
employing the unit charge system first set up rates 
for room and board, including an estimate of gen- 
eral nursing care costs and other fixed service 

items, and then proceed to add individual charges 
for all of the numerous auxiliary services avail- 
able. The individual charges are frequently un- 
even. For some services, the charge may actually 
yield a profit 100 per cent in excess of the real cost. 
For other services the charges may actually be far 
below the real costs. Depreciation in building and 
equipment may be entirely neglected or incor- 
rectly computed. Thus, one combination of services 
rendered would have the effect of penalizing the 
patient unfairly, while another combination of 
services would result in an inadequate return to 
the hospital, far below its actual costs. A unit 
charge system necessarily entails a monetary 
evaluation of individual hospital service items 
and, in the absence of an extremely detailed cost 
accounting system, the hospital is in a not much 
better position than the patient, in so far as an 
equitable basis for such evaluation is concerned. 


Lack of Uniformity Between Hospitals in 
Their Rates 

One of the alleged faults of the voluntary hos- 
pital system is the lack of uniformity between 
hospitals in charges made to the public. This dis- 
parity between charges for the same service 
rendered in different institutions is occasionally 
a source of skepticism on the part of the public as 
to the validity of all hospital charges. 


It is readily understandable that different stan- 
dards of efficiency, different labor costs, different 
grades of equipment and materials, result in vary- 
ing costs of operation which are then reflected in 
varying charges for identical service items. Scien- 


May 1943 


tific “cost accounting” in our hospitals is difficult 
and virtually non-existent. If hospitals were in a 
position to determine the actual costs per unit, 
they could justify their rates to the public, and 
hope to gain widespread public sympathy and sup- 
port. Under such circumstances, hospital charges 
would be demonstrably equitable from an eco- 
nomic point of view, and each patient would re- 
ceive exactly what he pays for. This could be done 
if the actual, rather than the theoretical costs of 
each operation were to be established. Inclusive 
rate systems, which do not necessitate an evalua- 
tion of individual operations or services, foster an 
approach to uniformity in total hospital charges, 
because they reflect the total experience of the 
hospital. A hospital which may have a higher unit 
cost per operation in one department, for example, 
in the x-ray department may well have a lower 
per unit cost per operation in another department 
than a comparable institution. In the total ex- 
perience of similar institutions, the pluses and 
minuses tend to cancel each other out. 


How Individual Hospital Charges Should Be Based 


Under the present unit charge system it is some- 
times assumed that each patient pays neither more 
nor less than the actual dollars and cents costs 
of the services he receives. Superficially, that 
would appear to be equitable, and eminently fair. 
No patient would be required to help carry the 
burden of caring for any other patient. If, under 
such circumstances, the full costs of rendering 
services to ward patients could be met by extra- 
mural sources, then the unit charge set-up would 
appear to be well nigh perfect. In other words, 
scientific cost accounting with individual charges 
based equitably upon such costs, plus extramural 
coverage of ward services, would appear to present 
an ideal situation. 


Even if it were possible to establish a charge 
per item system under such ideal circumstances, 
the inclusive charge system would be much more 
desirable in the long run because it is in tune with 
modern sociological trends for budgeting and col- 
lective planning. « 


As far as extramural coverage of ward services 
is concerned, it has become increasingly apparent 
during the past decade that contributions from 
governmental units are gradually assuming a posi- 
tion of more importance. If this trend continues 
too far, and there is every indication that it will 
continue unless a method can be devised which 
would enable hospitals to moderate the trend, the 
inevitable encroachment by government will have 
the effect of diluting the voluntary hospital sys- 
tem. “Inclusive” rate systems help to make it pos- 
sible to distribute part of the ward deficit on a 
more equitable basis among all hospital patients. 
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It is only necessary to classify the ward deficit 
as a general operating expense along with general 
administrative expenses and add it to the per diem 
expense of all other hospital sub-divisions in order 
to arrive at the basic per diem rate. This permits 
a more equitable distribution of the ward burden 
than is possible under a charge per item system. 


Another Basic Advantage of the Inclusive 
Rate System 


There is one other basic advantage of the in- 
clusive rate system and that is the ready adapt- 
ability to changing costs of operation. If the hos- 
pital operating expenses increase by any given 
percentage, as is the case today, it is only neces- 
sary to increase the flat rate charges by the same 
percentage in order to achieve a balance between 
income and outgo. Conversely, if the expenses 
decrease, the flat rates may be correspondingly 
decreased. It is far simpler to adjust a flat rate 
than to attempt to adjust individual charges. 


Goals of the Physician 


Let us now proceed to the consideration of the 
position of the physician in hospitalization. The 
three basic goals of the physician are to see to it 
that his patient receives the best that modern 
medical science can offer; to be adequately com- 
pensated for his services and to retain the con- 
fidence and respect of his patients so as to insure 
the maintenance of the private practice of medi- 
cine. Physicians themselves disagree as to how 
these goals can best be achieved. However, we are 
in a position to study the relative values of the 
charge per item system and the inclusive rate 
system in helping to achieve these goals, in so far 
as hospitalized illness is concerned. 


Under the charge per item system, financial con- 
siderations sometimes do not permit the physician 
to use all the modern scientific aids available for 
diagnosis and treatment. If the patient is unable 
to pay for all necessary or desirable hospital serv- 
ices, he either foregoes the services or the hospital 
renders the services without compensation or with 
inadequate compensation. 


On the other hand, if the patient pays for the 
necessary or desirable hospital services by dint of 
great financial sacrifice, the hospital can be and 
often is placed in a position where it competes 
with the physician for the patient’s financial re- 
sources. It is not at all an unusual practice for 
physicians to reduce their fees below the point of 
adequate compensation for their services in those 
instances where a patient of low or moderate 
means is faced with a catastrophic hospital bill. 
Similar situations can arise under a flat fee system 
but their incidence under an inclusive system will 
be much lower than under a charge per item basis, 
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because the former rate system flattens out the 
peaks which are inevitably created by the charge 
per item system. 


In establishing an inclusive rate schedule, the 
remuneration of the roentgenologist, pathologist, 
physiotherapist and anesthesiologist should be 
considered providing they render service on behalf 
of the hospital. It is only fair and reasonable that 


‘they be adequately compensated for the profes- 


sional services which they render. Obviously, if 
these physicians are compensated on a straight 
salary basis the problem is simplified. However, 
in many hospitals these specialists do not receive 
fixed salaries for their services but have some 
other arrangement for their compensation. In any 
event, it is essential that their interests be pro- 
tected. These specialists are also concerned with 
the prevention of abuse by unwarranted and un- 
necessary demands for services. Efficient adminis- 
tration and cooperation of the medical staff will 
control unwarranted examinations and a com- 
pletely satisfactory method of determining com- 
pensation can be obtained if.it is determined just 
what portion of the inclusive rate fee is to be set 
aside for professional services. For example, the 
study hereinaftér suggested for the promulgation 
of the inclusive flat rate plan will produce a by- 
product which will enable the hospital to deter- 
mine the rate of utilization of x-ray facilities and 
other auxiliary services. When this is determined, 
a fair and satisfactory percentage of the income 
from that portion of the flat rate which represents 
X-ray service may be set aside to be used for the 
compensation of the roentgenologist. This figure 
may be obtained by deducting from the total 
amount included in the flat rate that portion which 
represents the cost for materials, salaries of tech- 
nical personnel, etc., the remainder of which will 
then represent the value of professional service. 
A similar method may be applied in determining 
the compensation for pathologists and other spe- 
cialists who render services on behalf of the hos- 
pital. 


Attitude of Physicians Toward the Inclusive 
Rate System 

The attitude of physicians toward the inclusive 
rate plan is of paramount importance. It is neces- 
sary to consult with the medical staff members 
well in advance of the establishment of the new 
system so that their considered opinions might be 
incorporated. The staff of the Newark Beth Israel 
Hospital were not particularly enthusiastic about 
the idea when it was first presented to them. It 
required considerable explanation and consulta- 
tion before the proposition was accepted by the 
staff. Once the new system was in operation, how- 
ever, and the physicians could then gain first-hand 
experience in the effects of the inclusive rate sys- 
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SULFANILAMIDE 


Employed prophylactically and 
therapeutically against the major- 
ity of organisms contaminating and 
infecting wounds. 


SULFATHIAZOLE 


Indications for local application are 
similar to those for sulfanilamide. 
Preferable for known pneumococcal 
or staphylococcal infections. For 
mixed infections, a combination of 
sulfanilamide and sulfathiazole is 
advocated. 


ZINC PEROXIDE 
SPECIAL MEDICINAL 


For wounds contaminated with an- 
aerobic or micro-aerophilic strepto- 
cocci, the gas gangrene clostridia, 
or the non-spore-forming anaerobic 
bacilli. This form of treatment may 
be usefully supplemented by the 
systemic administration of a sul- 
fonamide. 


MECHOLYL CHLORIDE 


Increased local circulation follows 
administration by ion transfer. Of 
value in stimulating the healing of 
chronic ulcers. 


ASCORBIC ACID 


A satisfactory nutritional state with 
respect to vitamin C is important 
to normal wound healing. Required 
for the formation of intercellular 
substances. 


MENADIONE 


(2-methyl-1, 4-naphthoquinone) 


Controls the tendency to hemor- 
rhage in patients having a lowered 
prothrombin content of the blood 
in the absence of liver damage, by 
restoring the. prothrombin content 
to normal. 
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tem, their attitude changed from one of hopeful 
skepticism to enthusiastic acceptance and co- 
operation. 


Critics of the inclusive rate plan pointed to the 
possibility of abuse by uncooperative physicians 
who might order unnecessary and uncalled for 
services, if such services were made available to 
their patients without additional charges. Ex- 
perience has shown that in this regard anticipation 
is really very much greater than realization. There 
is no real danger of abuse of the hospital in this 
way if the purposes and operations of the inclusive 
rate system are carefully discussed with the staff 
physicians before the system becomes effective 
and proper control instituted thereafter. 


That was the experience at the Newark Beth 
Israel Hospital, an experience which is shared 
generally by most hospitals initiating an inclusive 
rate system that has the cooperation of their med- 
ical staff. It must not be forgotten also that a 
small loading is added for this very purpose to 
the computed real per diem cost when the flat 
rate is determined. An increased utilization of 
services may be experienced, but it should not 
exceed the safety factor provided for, and it is 
largely an expression of the fact that financial 
considerations have previously inhibited utiliza- 
tion of services. 


How Inclusive Should the Service Be? 


Finally, we come to the problem of determining 
just how inclusive the services available under an 
inclusive rate system should be. Obviously, indi- 
vidual and regional differences in experience, in 
facilities, in equipment, and in staff opinion and 
policies will result in minor differences in detail. 
Physicians’ services rendered during hospitaliza- 
tion are not included. Special nursing fees and 
board are ordinarily omitted from the coverage 
provided by the inclusive rates. Blood for trans- 
fusions, expensive orthopedic appliances, and cer- 
tain expensive biologicals are sometimes excluded. 
Hospital services provided under an “inclusive” 
rate system should include all services rendered 
by hospital personnel. 


The experience of Blue Cross Plans with the 
inclusive rate schedule reflects its practicability 
and desirability. These plans reimburse member 
hospitals for comprehensive hospital services in 
the form of a flat rate per diem payment schedule. 
In effect, therefore, each member hospital insti- 
tutes an inclusive rate system in so far as plan 
subscribers are concerned. We are thus in a posi- 
_tion to evaluate the effects of inclusive rate sys- 
tems even when limited to a fraction of the hos- 
pital patients. The inclusive rate systems applied 
to Plan subscribers have had the effect, so far as 
subscriber-patients are concerned, of: 
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1 Virtual elimination of the bad debt loss, 


2 Insuring a more equitable return to the 
hospital for their services, 


3 Increasing the semi-private and private 
room occupancy with a decrease in ward 
occupancy, 


4 Facilitating earlier and more effective hos- 
pitalization, 


5 Gaining the good will of the public. 


In addition, the widespread acceptance and rapid 
growth of the Blue Cross Plans shows that the 
public recognizes the desirability of paying for 
hospital services on a prepayment basis. The 
feasibility of a budgetary plan on a community- 
wide basis has been demonstrated by the Blue 
Cross Plans. It would seem logical, therefore, for 
hospitals to widen the scope of their inclusive rate 
coverage to include both plan subscribers and non- 
subscribers alike. In this way the hospital charge 
system could be uniform and simplified. 


Blue Cross Plans should modify their present 
per diem schedules so as to provide higher per 
diem payment rates during the first ten days of 
hospitalization, a period during which most of the 
auxiliary services are ordinarily rendered. This 
would simplify the establishment of an inclusive 
rate system for all patients and encourage hos- 
pitals to use this pattern of rates in their charges 
to the general public. 


Method of Establishing the Inclusive Rate System 


The method of establishing an inclusive rate 
schedule requires a through study and analysis of 
the hospital’s past financial experience. The gross 
operating income required to cover the gross 
operating cost should be set up as a goal and the 
inclusive rate schedule devised so as to meet these 
requirements. In determining the operating in- 
come requirements, due consideration should be 
given to any anticipated future changes in operat- 
ing expenses. 


In a study of past experience a sufficient number 
of cases should be analyzed so as to assure a cross- 
section of experience. Obviously, such a determi- 
nation depends primarily upon the size of the 
hospital since a large institution may determine 
a cross-section of its experience by studying cases 
hospitalized during a relatively short period while 
a small hospital must study cases hospitalized over 
a longer period in order to secure an adequate 
basis for evaluation. 


It is desirable to establish a single inclusive rate 
schedule for both medical and surgical cases 
rather than two different rate schedules so as to 
operate the plan with the highest degree of sim- 
plicity and to prevent confusion. The same rate 
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schedule for medical and surgical cases will ob- 
viate the need for a change of rate if a medical 
case is transferred to surgical and vice versa and 
will avoid the need for a lengthy explanation to 
the patient. This latter factor is particularly im- 
portant since experience indicates that patients 
frequently misunderstand explanations at the time 
of admission and it will also make it difficult for 
patients to predetermine their hospital expense. 


The first step in the establishment of an inclu- 
sive rate schedule is to determine a basic daily 
rate for room and board which will include gen- 
eral nursing care. This basic daily rate for room 
and board should be determined separately for 
ward, semi-private and private room accommoda- 
tions. Once this rate has been established, the 
complete inclusive rate schedule can then be de- 
termined by adding the established daily rate for 
auxiliary services covered under the plan in each 
type of accommodation. In order to establish the 
inclusive daily rate to cover auxiliary services, it 
is necessary to study the past experience and to 
analyze cases by length of stay so as to determine 
the average amount of auxiliary services rendered 
for each length of stay commencing with the aver- 
age for a one-day stay, two-days’ stay, three-days, 
etc., so that an accurate evaluation of auxiliary 
services utilized by length of stay is determined. 
This is far more equitable than taking the average 
auxiliary charges for all cases regardless of the 
length of stay as the per case valuation would 
penalize many long-stay patients in favor of short- 
stay cases because most auxiliary services are ren- 
dered to patients during the first ten days of hos- 
pitalization. Thus, it is possible to establish a 
schedule of inclusive rates for auxiliary services 
which will reflect the average value of such serv- 
ices rendered for each length of stay from the 
first day to the highest number of days. To this 
schedule should be added a “cushion” designed to 
absorb a possible increase in utilization of aux- 
iliary services. Care should be taken not to exag- 
gerate this figure. Experience of a number of 
hospitals now using inclusive rates has indicated 
that the tendency toward an increase in utiliza- 
tion of auxiliary services exists only to a relatively 
small degree during the first few months of opera- 
tion of the new plan. After a few months have 
elapsed, there is a “leveling-off” to an incidence 
only slightly higher than previous utilization. 


When the average daily rate for auxiliary ser- 
vices is computed, it will be the basic guide in 
determining the period over which the loading for 
auxiliary services should be distributed, for it 
will reveal the incidence in each length of stay 
as well as the point at which the utilization of 
auxiliary services becomes sufficiently minor to 
permit the omission of any loading beyond that 
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point. The period of loading will vary according 
to the type of services rendered by the hospital, 
but in general, hospitals will discover that the 
loading period for auxiliary services need not 
exceed the first ten days. 


The final inclusive rates established will be the 
sum of the rates for auxiliary services which have 
been determined plus the previously established 
daily room and board rate for the different types 
of accommodation. The probable income from this 
final inclusive rate schedule should then be com- 
pared with the previously calculated gross income 
requirements and any major discrepancy noted 
can be properly adjusted beforehand. 


Reason for Establishing Inclusive Rates 


During the early stages of the inclusive rate 
plan, and periodically thereafter, it is important 
that the experience gained during the operations 
be compared with the previous experience. Such 
periodic comparisons will be very helpful in call- 
ing attention to the need for any adjustment of 
rates and the direction in which the rates should 
be changed. 


Summary 


Inclusive rate systems should be instituted by 
hospitals in the place of the prevalent charge per 
item basis because: 


1 They help to eliminate the psychological hazards 
of illness, thus fostering public sympathy and 
support and incidentally reducing the bad debt 
ratio of hospitals, 


2 They are in tune with modern psychological 
concepts, 


3 They eliminate the necessity for momentary 
evaluations of individual services thus simplify- 
ing hospital charge procedures and greatly re- 
duce the volume of bookkeeping and clerical 
effort, 


4 They foster uniformity of hospital charges in 
comparable institutions, 


5 They help to stabilize hospital income, 


6 They simplify the adjustment of hospital 
charges in line with changing costs, 


7 They benefit the physician and the patient in 
that financial considerations about individual 
charges do not complicate the receiving of nec- 
essary hospital services; they foster the recovery 
of the patient and improve the patient-physi- 
cian-hospital relationships, 


8 They reduce competition to a minimum between 
the hospital and the physician for the patient’s 
financial resources, 


9 They may be readily adapted to Blue Cross Plan 
payments. 
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* “The use of the Roentgen ray by the 
Medical Department in the War with Spain 
has marked a distinct advance in military 
surgery, wrote the Surgeon General of the 
U. S. Army in an intensely interesting vol- 
ume (1899) on this subject. And you know 
what notable records the x-ray has since 
written into the annals of military medicine. 


But in this World War the x-ray has proved 
to be equally valuable in its applications to 
various industrial problems, the solutions of 
which have not only assured our fighting 
forces of superior war materials, but also have 
accelerated production of these materials. 


With specially designed x-ray units war in- 
dustries are “looking through” metals to 
determine their fitness for use in ships, 
tanks, planes, guns, and ammunition... 
X-ray diffraction helps metallurgists to im- 
prove processing methods which make cri- 
tical materials far more serviceable; also 
facilitates the precisional cutting of quartz 
crystals, to thus speed deliveries of superior 
radio-communication sets to our land, sea, 
and air forces . .. Another special x-ray 
unit helps to speed war planes from the 
drawing board to the flight ramp, by an 
ingenious x-ray-photomatte method of 
duplicating full-scale, exact-size templates 
directly on the materials to be used in con- 
struction ... These are only a few of the 
vitally important uses of the x-ray in this 
great war effort. 


What all this means to you is simply this: 
that the varied experience we have gained 
in the development of highly specialized 
x-ray equipment for industries, is further as- 
surance of our ability to continue to design 
the finest apparatus for medical radiology. 
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Reciprocal Relations Between Hospital 
and Medical Personnel 


T. H. HAYNES 


N MEETING the increased difficulties of hospitals 
in maintaining adequate services during war- 
time, my first prescription would be for a re- 


dedication to the fundamental principles of full 


cooperation with our Government in winning the 
war. We need to come to a full realization that 
“Times aren’t what they used to be”; that frills and 
furbelows must be discarded; that we must furnish 
only the essentials. However, we must have as our 
objective the maintenance of essential service for 
the welfare of the patient and have an unyielding 
determination to maintain this service. In my deal- 
ings with the Procurement and Assignment Serv- 
ice and other Governmental agencies I have found 
no evidence contradictory to this objective. 


Fortunately, or unfortunately, depending upon 
the point of view, hospitals in America have not 
suffered any hardships. We have been experiencing 
some inconveniences, have been deprived of a few 
luxuries, but have made few sacrifices. It is true 
that we hospital workers in experiencing incon- 
veniences, become discouraged and concerned and 
sometimes alarmed lest we may lose, or lower, 
the standards of hospital service for which we 
strove for years to attain, and guarded so zealously 
for years to maintain. These apprehensions are 
usually based upon an imaginary cataclysmic 
condition out in the future, such as a shortage of 
supplies, personnel, or inadequate medical service. 
However, with intelligent planning, improvising 
and substituting, and with the loyalty of the medi- 
cal profession, the abyss we expected to find 
shrinks into an insignificant crevice which we cross 
with very little difficulty. 


The overnight transformation of a nation from 
the quietude and serenity of peace into wartime 
activities changes the lives of the people and 
creates disturbance, unrest and alarm. Where chil- 
dren played and lambs gamboled we find troops in 
training and tanks being assembled; where pleas- 
ure cars and luxuries of life were once being manu- 


Presented at the American Comeee of Surgeons’ War Session, 
Memphis, Tennessee, March 1943. 
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factured we find guns and tanks rolling off the 
assembly line. This brings about a condition which 
we like to call a shortage of material and man- 
power. However, in the true description of the 
conditions there is no shortage, but on the con- 
trary, there is abundance of material and supplies 
which are all being allocated and directed into the 
proper channels of the war effort. These conditions 
create a superficial or temporary shortage in sup- 
plies and personnel when compared with the 
abundance formerly furnished. 


Shortage of Medical and Intern Staff 


One of the problems with which hospitals have 
been dealing, and which is still present is the so- 
called shortage of “manpower” in the medical staff 
and the intern staff. This has given us much con- 
cern. These two staffs furnish an indispensable 
service; they cannot be substituted. No hospital 
can operate without doctors. 


Under the present condition we need not expect, 
nor do we expect, to have as many doctors on our 
attending staff as we have had heretofore. I have 
faith in loyalty and patriotism of members of the 
medical profession, and I believe that the plans 
now in force and those to be worked out will be 
such that our patients will have the required 
essential service. 


Figures, percentages, ratios, and proportions 
based upon the 1940 census of the American Medi- 
cal Association have been published over and over 
again and it is assumed we are all familiar with 
them. These analyses have shown that out of 
175,000 doctors in the continental United States, 
the armed forces by the end of this year will have 
need for 70,000 and there are only 81,000 under 
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forty-five years of age. It has also been shown that 
some 30,000 to 35,000 doctors are employed in full 
time responsibilities, teaching research, public 


health, hospital administration, residents, interns, . 


etc. and that this would leave some 140,000 to care 
for our population of 132,000,000 including those in 
the armed forces—70,000 doctors for the armed 
forces and 70,000 doctors for the 120,000,000 civilian 
population left at home. All these figures and anal- 
yses have been most interesting and are beneficial 
and most essential in perfecting the great revolu- 
tionary plan to care for the health needs of all 
alike. I have the utmost confidence in this plan. 


Cooperation of the Medical Profession Assured 


It is my conviction, based upon years of experi- 
ence, that doctors will go more than half way to 
meet us upon a cooperative plan of service. It is 
most important that the hospitals now furnish 
every piece of equipment and supply necessary to 
expedite diagnosis and treatment, thereby saving 
the time of the doctor. The hospital administrator 
must remember there are two sides to cooperation 
and he must never fail to take advantage of an 
opportunity to demonstrate a willingness to carry 
his part of the load. 


There must be a reciprocal arrangement. That 
is, if we expect more services from members of our 
medical staff we must expect to give more. For 
instance, in Knoxville out of six pediatricians we 
have two remaining—four having gone into mili- 
tary service. One of the two became ill. He had 
a large practice and an office full of patients await- 
ing medical service. We gave a member of our 
house staff a “vacation” so he could take care of 
this doctor’s private practice. This was our con- 
tribution to the plan of reciprocal relations. 


Our section of the country, no doubt, is similar 
to others in that we have nearby communities with 
only one doctor. The health of these communities 
is partly our responsibility. A short time ago in one 
of these communities the only doctor had to have 
a surgical operation. Another hospital in our City 
released its resident, to take care of this doctor’s 
practice. Both of these instances furnished educa- 
tional value to the house staffs as well as help to 
the physicians and the people in the communities. 


At the first of last year our attending staff con- 
sisted of 98 men. Long before the year ended 41 
of these doctors had joined the armed forces. Doc- 
tors on our consulting staff, and others who had 
retired from active staff assignments, came for- 
ward voluntarily and accepted assignments, as a 
result, our services never suffered. Sure, we will 
have fewer doctors on our services, but if we will 
expand hospital services and facilities, the doctors 
will do their part. 
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The Problem of Residents and Interns 


The solution to the problem of residents and 
interns is somewhat problematical, and to me, is 
still very hazy. The medical schools have made a 
valuable contribution in an effort to expedite medi- 
cal education. Those schools where their entrance 
requirements called for three years, and four years 
pre-medical education, reduced those requirements 
to two years, and all schools eliminated the three 
months summer vacation periods. The latter alone 
increases the output of graduates of medicine by 
3314 per cent. I am told the increase in numbers 
is from five thousand plus to about seven thousand. 


Furthermore, the Federal Government, in co- 
operation with the universities and colleges, has 
instituted a plan of specialized training now in 
operation. This plan includes pre-medical educa- 
tion. The medical schools will increase their facili- 
ties to take care of the additional number of stu- 
dents this plan will provide. 


Now it is obvious that these plans will increase 
the number of medical graduates each year by a 
large percentage. This is encouraging to hospitals 
needing interns. 


With the further assurance of the Army and 
Navy that medical graduates must serve a rotating 
internship before a commission will be issued we 
might jump to the conclusion that we would have 
an abundance of interns. However, when we look 
on the other side of the picture the scene is not so 
encouraging. We find that the number of residents 
allowed has been materially reduced. In the 1940 
census heretofore referred to there were six thou- 
sand residents and assistant residents. This num- 
ber has been reduced materially and will be re- 
duced further. Institutions have been “asked to 
employ only fifty per cent of the number formerly 
employed. The services of these residents evidently 
were essential to the patients and this reduction 
calls for an increased number of interns to render 
these services. 


_ Furthermore, to meet the requirements of the 
Army and Navy, it has been necessary for those 
hospitals with internships of eighteen months and 
twenty-four months to reduce the terms to twelve 
months. This calls for more interns—in the former 
50 per cent and in the latter 100 per cent. In co- 
operation with the accelerated program of medical 
schools, the hospitals must accept interns im- 
mediately upon their graduation. This will natu- 
rally cause some confusion and it would appear 
that some hospitals may have a surplus of interns 
part of the year and a shortage the remainder of 
the year. To add further to the confusion and 
complications, a plan, has been suggested, but not 
approved, to reduce internships to nine months. 


Therefore, it behooves every hospital not con- 
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nected with a medical school to immediately for- 
mulate and institute a program of medical educa- 
tion for residents and interns, to the fullest extent 
possible. 

Pathological conferences, sectional staff meet- 
ings and other meetings where scientific instruc- 
tions are given by the staff members are some of 
the things that can be carried on that would be 
most beneficial to the intern staff and also bene- 
ficial to the hospital in procuring interns. 

Hospital administrators who believe that the in- 
ternship is intended solely for the benefit of the 
institution will find himself lacking when the dis- 
tribution of interns is made. 


During the rush of these events we must guard 
the health of our interns closely. One or two sick 
interns will soon disrupt the service. While a 
sufficiency of rest and recreation must be provided 
we should face the facts that the eight-hour day, 
PM’s and week-ends off will have to be discarded 
for the duration. The doctors in Africa have for- 
gotten the meaning of these words. They have no 
PM’s and Sundays off. 


If we win this war it must be done by work and 
hard work. We will win this war, not with luxuries 
but through sacrifices; not with time off but with 
time on; not with leisure but with work. 





Photographed Records 


Among various other problems, the storage and 
preservation of the great volume of medical rec- 
ords at Cook County Hospital was studied care- 
fully. It is gratifying to state that the President 
and Board of Cook County Commissioners ap- 
proved the recommendation of Anton C. Negri to 
institute microfilming of these records. The chief 
medical librarian of the County institution made a 
study of the advantages to be derived from this 
methods, visiting the microfilming departments of 
the Federal Government, large banks, insurance 
companies, and libraries. As a result the microfilm- 
ing of records is very effectively coordinated with 
other procedures to set a new standard in the pres- 
ervation and use of medical records. At present 
over half a million case histories at Cook County 
Hospital are preserved on 16 mm. film in definite 
and complete page sequence. 


Having in charge the large accumulation of med- 
ical records at this Hospital, the writer has seen 
attempts to modify entries on charts wanted for 
court evidence by the use of matching pen and ink, 
by introducing forms similar to the record sheets 
used by the Hospital, or by removing pages from 
paper records. The photographing of records was 
instituted at Cook County Hospital, primarily, to 
conserve storage space and filing cabinets. (A 
year’s records at this Hospital weighs over 12,000 
pounds on paper; 130 pounds on film; and the re- 
duction in space is in like ratio.) As the number 
of records on film increased and experience with 
the records was obtained, additional advantages 
were recognized. On film the record pages were 
free from additions and subtractions either by 
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changes in content or number of pages. If the orig- 
inal paper record is subpoenaed in court or taken 
elsewhere, it can be checked against the filmed 
record for completeness. The records, reduced to a 
fraction of their former bulk, can be filed in the 
main record room instead of being removed to dis- 
tant storage. The filmed records can be constantly 
used removed from file and replaced without dan- 
ger of misfiling, tearing, or loss of pages. 


If the original paper record has been destroyed, 
as is done with the older records when necessary 
to make room for new, the photographed record 
serves for all purposes as the Hospital record of 
the patient concerned. The microfilmed record is 
shown on the projector in its original size and with 
the original handwriting and appearance pre- 
served. Any pages which the lawyer wishes to in- 
troduce and leave in court as an exhibit are ob- 
tained in advance by securing an enlargement in 
original size from the record microfilm. This is 
necessary in a minimum number of cases since 
most of the use of the record has been made before 
destruction of the original paper record, but in 
such use the filmed record affords a means of pres- 
ervation in original appearance and completeness, 
a potent factor in protecting the paper record from 
modification in any way. The equipment used is 
the Recordak photographing unit, and a projector 
may be obtained by the attorney from the Recor- 
dak Company for a nominal charge. The day may 
not be far distant when this method of preserva- 
tion of records in minimum space will be applied 
to records in the court files. 


—Stella Ford Walker, Chicago Bar Record 
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Progress of Uniform Hospital Accounting 
in Canada 


PERCY WARD 


gathered and published by provincial gov- 

ernments in Canada since 1869, but it was 
not until 1931 that an effort was made to collect 
and publish a body of uniform data on hospitals 
for the whole of Canada. The original schedules 
used in 1931 have been under steady revision ever 
since. 


| estnred hospital statistics have been 


From 1931 to 1938 the Dominion schedules were 
submitted to the Dominion Bureau of Statistics 
direct by the hospitals, while, at the same time, 
each hospital submitted a separate report to its 
own provincial government. 


In 1938, through coordinated action between the 
Canadian Hospital Council and the Dominion 
Bureau of Statistics, a uniform schedule was 
agreed upon. Each hospital now completes one 
statistical and financial report only, instead of fol- 
lowing the former procedure of submitting two 
somewhat unrelated reports, one to its own prov- 
ince and another to the Dominion Bureau. 


This unified report is now submitted in dupli- 
cate to the provincial department concerned, and 
the provincial department supplies the Dominion 
Bureau of Statistics with one copy from each hos- 
pital. 


This uniform report is neither complete nor 
static. It contains no morbidity statistics. It is 
hoped, in the near future, to unify morbidity sta- 
tistics sufficiently for general purposes, but, at the 
moment, such morbidity information as is com- 
piled is submitted to and at the independent re- 
quest of each provincial government. 


The statistics submitted on the unified forms are 
restricted to general information, and such data 
as are necessary to interpret the financial sched- 
ules. This information consists, in Schedule 1, of 
general data, including hospital ownership; classi- 
fication; bed capacity and complement; hospital 
services organized or available; schools of nursing; 
other special departments under direct control of 


the hospital; hospital staff; medical staff, and day — 


rate service charges. In Schedule 2, the informa- 
tion covers movement of population, that is in- 
patients, out-patients, patient days classified be- 
tween private and semi-private rooms and public 
wards; residence, religion and birthplace of adults 
and children admitted. Schedule 3 is the financial 
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section and consists of revenues and expenditures 
upon an accrual basis; and a balance sheet. 


In British Columbia the financial schedules are 
submitted to the provincial government monthly, 
as well as annually. 


Each Canadian province compiles the reports 
of the hospitals within its own borders and pub- 
lishes its own report annually. In addition, the 
Dominion Bureau of Statistics publishes a report 
covering all Canadian hospitals. The issue of the 
Dominion report is unavoidably much later than 
the provincial ones. 


The Present Movement 


The first move towards obtaining unified infor- 
mation from all Canadian hospitals emanated in 
the Institutional Branch of the Dominion Bureau 
of Statistics under the direction of its chief, James 
C. Brady. The first reports revealed marked dif- 
ferences in size, services rendered, staffs employed, 
administrative practice, methods of keeping rec- 
ords and in class of records considered necessary 
to be kept. The terms used were interpreted in a 
variety of ways so that the same words had dif- 
ferent meanings in different parts of the Dominion. 
To those who examined the first Canadian re- 
ports in 1931, the task of obtaining unified reports 
appeared somewhat similar to trying to create a 
park out of an impenetrable jungle. 


In 1933 Mr. Brady approached the Canadian 
Hospital Council, and a Committee on Accounting 
and Statistics was appointed with the Rev. Father 
Georges Verreault, O.M.I. of Ottawa University, 
as chairman; with Mr. Brady as a very active 
member and with other members representing the 
different provinces. 


The Committee commenced a study of the pro- 
cedures of hospitals all over Canada, and in 1934 
completed new draft forms for a unified report. 
A joint conference was held in 1934 to determine 
if the composite forms drawn up would meet the 
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main requirements of the provinces. At this con- 
ference there were representatives of the Ontario 
Government, Canadian Hospital Council, Ontario 
Hospital Association, Department of Pensions and 
National Health, and the Dominion Bureau of 
Statistics. It was agreed at the Conference that 
these revised forms be sent out by the Dominion 
Bureau of Statistics for 1934, and that, when the 
returns were received and analyzed, further im- 
provements might be made that would be a sub- 
ject for discussion at the 1935 meeting of the 
Canadian Hospital Council. 


The first returns were not very encouraging. 
Probably one of the features that resulted in most 
hospitals failing to complete the report was the 
unit analysis of costs by departments. 


Between 1935 and 1937 many conferences were 
held resulting in considerable simplification of 
both the statistical and the financial schedules. 
During this period the Chairman of the Committee 
on Accounting and Statistics was appointed a 
member of the corresponding Committee of the 
American Hospital Association and found the con- 
tact very helpful. 


In 1938 the Rev. Father Verreault left Canada 
on a special mission to the Vatican, and the writer 
succeeded him as chairman of the Committee on 
Accounting and Statistics. 


In 1939 the Canadian Hospital Council adopted 
the forms as further simplified to that date and 
also obtained an agreement from the provinces to 
adopt the calendar year as the Canadian Hospital 
fiscal year. 


In 1941 the Council considered amendments 
further simplifying the forms and making adjust- 
ments indicated by experience to be desirable. 


Today, unified reports are being received by the 
Dominion Bureau of Statistics from hospitals in 
all Canadian provinces. 


Major Stumbling Blocks 


The first major difficulty in the way of unifica- 
tion lay in the various interpretations given to 
different terms. Patient days were, at first, cal- 
culated in many different ways. Contact with the 
American Hospital Association was helpful to 
Canada in compiling a list of the more important 
terms and their definitions. 


Probably the greatest problem faced by the 
Canadian Committee—was and still is—failure on 
the part of many hospitals to appreciate the need 
for proper accounting procedures and lack of 
knowledge how to use accounting statistics to in- 
terpret the progress of each hospital. Many of the 
large hospitals have accountants whose accounting 
training has been received in lines of endeavour 
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other than hospitals. This has resulted in a great 
variety of accounting procedures, even in like in- 
stitutions of a similar size. Many such accountants 
are properly proud of their own institutions; 
sometimes to the extent of feeling they should lead 
while others should follow. This type of loyalty 
to one’s own hospital, praiseworthy as it undoubt- 
edly is, becomes a definite deterrent to progress 
when it creates blindness to the good in other sys- 
tems in other hospitals. Upon one occasion the 
writer was informed by a very capable hospital 
accountant, “I think this unification movement is 
excellent. All that the hospitals have to do is to 
copy our hospital and unification will be achieved.” 
Unfortunately for this suggestion, there are many 
other hospitals with equal pride in their own par- 
ticular accounting performances, and, of course, 
they all differ to a greater or lesser extent. 


The smaller hospitals present the greatest stum- 
bling block to adequate standardization. Many of 
these small hospitals employ office personnel 
whose book-keeping knowledge is very limited; 
and in many instances the superintendent, often 
a nurse, is neither interested in nor sympathetic 
with the keeping of any accounting records be- 
yond a cash book. In such cases, records other than 
of cash are regarded as superfluous, and as being 
designed to please some government officials, or 
to provide employment for the book-keeper. In 
many instances even the boards of management 
seem unable to interest themselves in any figures 
beyond those of cash received and disbursed. 


However, this attitude is gradually changing, 
and the many articles appearing in hospital maga- 
zines on hospital accounting will, it is believed, 
gradually awaken a realization that proper ac- 
counting records are as valuable to all hospitals, 
both large and small, as is a “seeing eye” dog toa 
blind man. 


Some Differences Between Canadian and U.S.A. 
Hospitals 


In Canada there are comparatively few govern- 
ment hospitals. The Dominion and Provincial 
Governments have, in the main, restricted their 
hospital activities to special hospitals for combat- 
ting specific diseases, particularly mental diseases 
and tuberculosis, and to special hospitals for the 
fighting forces and for Indians. Apart from persons 
suffering these specific diseases and the foregoing 
special hospitals, indigents are cared for by vol- 
untary hospitals; the various provincial and muni- 
cipal governments aiding the voluntary hospitals 
in return for that service. The method of aiding 
voluntary hospitals in Canada is based upon the 
principle that governments help to cover the cost 
of services to persons unable to pay. 


In recording the value of services rendered to 
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patients, the Canadian schedules request a report 
of the earnings from this service calculated at the 
regular rates of the hospital, entirely irrespective 
of whether the hospital will collect or not. They 
next request a report of those amounts which are 
uncollectable for various reasons. This procedure 
is similar to that recommended by the American 
Hospital Association, but with a difference in the 
definition of the term “free.” In blunt language, 
“free” in Canada means “charity service,” but the 
word “charity” is avoided in the schedules and in 
the instructions. 


It is very important in Canada, both to the hos- 
pitals and to the contributing governments, to 
have records of the value of services to persons 
unable to pay, because it is to help cover the cost 
of this service that the provincial and municipal 
governments pay per capita grants to the hospi- 
tals. This information is important to the hospitals 
to support legitimate claims for increases in the 
grants, and it is important to the governments to 
justify to the taxpayer the amounts paid to the 
hospitals. 


In Canada, the average days stay is calculated 
by dividing the number of discharges and deaths 
into the total accumulated patients’ days of per- 
sons who were discharged or who died during the 
year. The occupancy of a hospital is calculated by 
using a basic figure which is the bed capacity of 
the hospital, not the bed complement. 


Principle Points in the Canadian Revenue and 
Expenditure Forms, and in the Balance Sheet 


The revenue side is so classified that Part A 
shows the gross earnings of each hospital at its 
regular schedule of rates assuming one hundred 
per cent collection in those rates. When the total 
figure of this section is compared with the total 
expenditures, the comparison immediately dis- 
closes whether rates in the aggregate are or are 
not equal to the cost of operation. This rough 
guide, however, requires qualification according 
to the occupancy of the hospital during the period. 


The remainder of Part A calls for a report of 
the amount of earnings that is uncollectable. The 
deductions are classified into “Rebates”—commer- 
cial discounts; “Courtesy Service”—voluntarily 
given to persons connected with the hospital; 
“Free Service”—services to persons unable to pay, 
and “Bad Debts”—services to persons who should 
pay but from whom the hospital has been unable 
to collect. Figures pertaining to the foregoing 
items are not reported in the forms until the 
amounts are actually written off the books. To 
cover doubtful items, another line is added entitled 
“reserve for doubtful accounts,” and from this 
latter item the preceding year’s reserve is deduct- 
ed. The difference between the reserves at the 
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beginning and end of the year automatically rec- 
tifies the total deductions so that the net amount 
deducted each year pertains to the current year 
only. 


When the net deductions are subtracted from 
the gross earnings from services to patients the 
result is an income figure which represents, upon 
an accrual basis, the current year’s net income 
from services to patients, that is, this net income 
includes not only actual receipts, but the net in- 
crease or decrease in value of good patients’ ac- 
counts receivable on the books, and excludes re- 
ceipts pertaining to earnings of former years. 


Part B asks for information regarding per capita 
and special grants from provincial and municipal 
sources intended to compensate the hospital for 
“free service.” Thus, at a glance, it is possible to 
ascertain the extent to which the hospital is com- 
pensated from tax funds, and to compare this with 
the value of “free service” given. 


Part C asks for other miscellaneous revenue. 


Part D asks for special revenue for special pur- 
poses, the expenditure of which is recorded in a 
separate column on the expenditure page. 


Part E asks for capital income. 


The expenditures are covered under general 
headings for the whole institution (not by depart- 
ments). The general headings, which are subdi- 
vided, are salaries and wages, supplies, purchased 
services, insurance, depreciation, repairs and re- 
placements, interest and exchange and miscellane- 
ous. These expenditure classifications can be ap- 
plied either to the institution as a whole or to 
individual departments. Where they are recorded 
departmentally at the hospital, the departmental 
figures are consolidated to obtain the figures for 
entry in the official forms. 


The balance sheet is subdivided into three major 
classifications, that is, current funds, permanent 
funds, and plant funds. At the foot of the balance 
sheet is a surplus account. 


On the balance sheet the gross value of patients 
accounts receivable is inset in the current funds, 
and the reserve for doubtful accounts is deducted 
on the next line so that the assets carried into the 
totals is the net estimated value. 


The same procedure is followed with buildings 
and equipment in the plant funds, and the accumu- 
lated depreciation is subtracted from the original 
cost so that the asset totals in each section rep- 
resent the present day value of the assets in the 
possession of the hospital at the date of the balance 
sheet, entirely irrespective of whether the hospital 
owns those assets outright or not. The hospitals 
are requested never. to show any items on the 
liability side except such as are liabilities to per- 
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sons other than the operators. The surplus account 
is restricted to items which on one side show 
figures comprising the net capital and, on the 
other, the net capital brought forward from the 
preceding balance sheet, plus or minus the profit 
or loss for the year. There are two spare lines in 
the surplus account, but they are reserved for 
entries which, in effect, constitute adjustments of 
former balance sheets. 


Importance of Unified Accounting Schedules 


It is the writer’s belief that no democratic gov- 
ernment will ever refuse to aid voluntary hospitals 
adequately providing it is convinced that the hos- 
pitals are operating efficiently from both a health 
and an economic viewpoint; that charity service 
in hospital is restricted to those in real need of 
those services, and that the persons in receipt of 
those services are really unable to pay without 
lowering their living below a reasonable minimum 
standard of comfort. 


There is only one way to convince the govern- 
ments of this need, and it certainly does not, in 
the writer’s opinion, lie along the path of isolated 
memoranda and delegations to the seat of govern- 
ment. 

In the writer’s opinion, the path that will pro- 
duce results that will be both satisfactory and 
permanent, consists of an agreement between the 
hospitals to unify their methods of reporting eco- 
nomic facts so that it will be possible to place 
before responsible representatives of the govern- 
ments accounting and statistical data which in- 
spires confidence, and which lends itself to inter- 


pretation by the governments in such a way they 
will see what the hospitals are doing and, at the 
same time, will be able to justify to the taxpayer 
the expenditures of public monies necessary to 
meet the need. 

Reliable, uniform statistical and accounting data 
for all hospitals is an objective difficult to achieve, 
but its achievement will bring corrections of those 
faults which can be corrected by the hospitals in- 
ternally, and will at the same time, produce a 
picture of hospital activities and needs that will 
enlist the complete confidence and sympathy of 
governments, and their adequate financial support. 

* * * 


In order to assist those who may desire to make a more 
detailed study of the standardized hospital accounting sys- 
tem now in use in Canada, the writer is making available 
three copies of the instructions, and three copies of the 
statistical schedules used in Canada; one hundred copies 
of the revenue and expenditure form and balance sheet; 
six copies of the British Columbia report for the year 
1941, which shows how the hospital reports are compiled 
provincially; and three copies of the 1941 report of the 
Committee on Accounting and Statistics of the Canadian 
Hospital Council. The latter report contains a detailed dis- 
cussion of the revisions made in the forms at that time; a 
discussion on depreciation; on evaluation of capital assets, 
and on some aspects of the balance sheet. This report also 
contains a summary of accrual accounting systems for 
small hospitals, a hospital check list of expenditures, and 
republished articles on free service, courtesy service, re- 
bates, bad debts. and doubtful revenue, terms used in 
classifying deductions from gross earnings from services 
to patients. This report also contains reprints of articles 
entitled “A method of recording deductions” and “Are 
your rates below cost?” Further copies of this report may 
be obtained by writing to the Secretary of the Canadian 
Hospital Council; Dr. Harvey Agnew, 184 College Street, 
Toronto, Ontario. Copies are on sale by the Council at 25 
cents each. There is also available specimen sheets of 
the accounts payable and disbursement book referred to 
in the article on “A summary of an accounting system for 
small hospitals,” with instructions explaining in detail the 
use of this book. 
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The Influence of Architecture and Engineering 


In planning a satisfactory hospital, the follow- 
ing factors have to be taken into consideration: 
a) The variety and degree of incidence of medical 
and surgical conditions; 

The requirements of the physician and surgeon, 
and their diagnostic and therapeutic pro- 
cedures; 


b) 


c) 


The specification, selection and location of spe- 
cialized equipment and precision instruments; 


d) 
e) 


The needs of the nursing staff; 


The requirements of the other specially trained 
technical, clerical and domestic personnel. 
These number more than one employee for each 
bed. Due care has to be taken in the construc- 
tion of the hospital to eliminate the causes of 
fatigue of workers resulting from either bodily 
or mental strain in order to allow for efficient 
performance on their part; 


Equitable allocation of space. For every 100 
square feet of hospital area, only about 20 
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square feet are occupied by patients, and about 
80 square feet are required for professional, 
domestic and other auxiliary services which 
serve patients. 

After full consideration of these criteria, hospi- 
tal planning draws on the general and special ad- 
vances in architecture and engineering, and speci- 
fies selected and suitable materials, combining util- 
ity, safety from transmittable infections and acci- 
dents, and comfort so far as proper accommoda- 
tions and recreation are concerned for patients 
and personnel. 

From the architectural and engineering stand- 
points, these have been the considerations given 
to the physical growth and development of Federa- 
tion hospitals. They grew in size and service as 4 
result of careful planning, modern and highly spe- 
cialized equipment and instruments of precision, 
and, above all, as a consequence of the alertness 
of their management in meeting community needs. 

—J. J. Golub, M.D. 
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News Notes of Interest to the Hospital Field 


Naomi Beery, formerly assistant superintend- 
ent of the Lima Memoral Hospital, Lima, Ohio, 
has assumed her duties as superintendent of the 
Gage Memorial Hospital in Elyria, Ohio. 





Sister Borgia is superintendent of the Divine 
Savior Hospital at York, South Carolina. 


Frank L. Bosquet, formerly assistant director of 
the Cleveland City Hospital, Cleveland, Ohio, and 
superintendent of the Waltham Hospital, Wal- 
tham, Massachusetts, recently accepted a position 
as assistant director of the Salem Hospital, Salem, 
Massachusetts. 








Dr. H. A. Burns, formerly superintendent of the 
Minnesota State Sanatorium, Ah-gwah-ching, 
Minnesota, is in charge of tuberculosis problems 
for the Minnesota State institutions. Dr. F. F. 
Callahan, formerly medical director of the Poke- 
gama Sanatorium, Pokegama, Minnesota, has suc- 
ceeded Doctor Burns as superintendent of the 
Minnesota State Sanatorium at Ah-gwah-ching. 





Mrs. Jessie Congdon, R.N., who has been super- 
intendent of the Three Rivers Hospital, Three 
Rivers, Michigan, for the last six years, has re- 
signed because of ill health. Mina Johnson, R.N., 
has succeeded Mrs. Congdon as superintendent. 





Melissa M. Dailey, R.N., formerly superintend- 
ent of the Samaritan Hospital, Ashland, Ohio, is 
now superintendent of the Toledo Society for Crip- 
pled Children, Toledo, Ohio. 


+ 





Mrs. Mildred L. Flinn is superintendent of the 
Morehead City Hospital, Morehead, North Caro- 
lina. 





Lillian N. Ganere is superintendent of the Rocky 
Mount Sanitarium, Rocky Mount, North Carolina. 





‘John W. Gill, credit manager of Vicksburg San- 
itarium, Vicksburg, Mississippi, has been appoint- 
ed superintendent to succeed Dr. L. S. Lippincott, 
who resigned in January. 





H. P. Glendinning, a member of the board of 
trustees of the Chestnut Hill Hospital, Phila- 
delphia, Pennsylvania, has become administrator 
of the hospital. Mr. Glendinning succeeds A. R. 
Hazzard, who passed away in December. 


James C. Gliemmo, purchasing agent of the 
Edwin Shaw Sanatorium, Akron, Ohio, has re- 
signed to become assistant superintendent of the 
Saginaw County Hospital, Saginaw, Michigan, 
effective May 1. 





Henry L. Goodloe, adminstrator of the Dixie 
Hospital, Hampton, Virginia, has submitted his 
resignation. John F. Barker has been appointed 





122 


superintendent of the Dixie Hospital, Hampton, 
Virginia, effective May 3. Mr. Barker was for- 
merly business manager of Watson Clinic, Brook- 
ings, South Dakota. 


T. Truxtun Hare is managing director of Bryn 
Mawr Hospital, Bryn Mawr, Pennsylvania. Mr. 
Hare succeeded his brother, C. Willing Hare, who 
died last December. 


Bernadette Heinzen, RN., has succeeded Helen 
B. Fitzgerald as superintendent of the West Cen- 
tral Minnesota Hospital, Graceville, Minnesota. 











Lt. Chester V. Kiltz, former superintendent of 
the Martha Washington Hospital, Chicago, IIli- 
nois, and now attached to the Army Medical Ad- 
ministrative Corps, is one of the officers of a bat- 
talion cited by Maj.Gen. Alexander M. Patch for 
“meritorious and conspicuous service during op- 
erations against the enemy,” in the Solomon 
Islands area. 





Dr. R. O. LeBaron, who has been assistant med- 
ical director of the Mendocino State Hospital, 
Ukiah, California, for the past fifteen years, and 
acting superintendent since November 1942, when 
the superintendent, R. B. Toller, entered the Navy, 
has been appointed superintendent of the Mendo- 
cino State Hospital. 


Lt.-Col. Curtis H. Lohr, M.C., Director of 70th 
General Hospital, St. Louis University sponsored 
Base Hospital Units and superintendent of the 
St. Louis County Hospital at Clayton, Missouri, 
will leave shortly for active service. 


George H. Long, Jr., formerly connected with 
the Lankenau Hospital for seven years as assistant 
treasurer, has been appointed office manager and 
chief accountant of the Hahnemann Hospital and 
Medical College, Philadelphia, Pennsylvania. 











Lucille Long has succeeded Mrs. Genevieve 
Jeffrey as superintendent of the City Hospital, 
Rushville, Indiana. 


os 





Ruth Allene Mercer is acting administrator of 
University Hospital, San Juan, Puerto Rico. 





Mrs. Leona B. Nelson is acting superintendent 
of the Finley Hospital, Dubuque, Iowa. 

May H. Rohr has assumed her duties as super- 
intendent of the Clinton Memorial Hospital, St. 
Johns, Michigan. 

Mary A. Smith has resigned her position as su- 
perintendent of the Fairview Hospital, Great Bar- 
rington, Massachusetts. Esther Hamilton Murphy, 
R.N., succeeds Miss Smith. 
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“W. W. Smith, president of the board of direc- 
tors of the Alice Hyde Memoral Hospital, Malone, 
New York, has been appointed superintendent and 
business manager of the hospital, and Isabel M. 
Reardon was appointed assistant superintendent 
and director of nurses. Mr. Smith and Miss Rear- 
don succeed Mrs. Mage G. Turner and Mildred Mor- 
rison who resigned recently. 





Josephine E. Thurlow, R.N., superintendent of 
the North Adams Hospital, North Adams, Massa- 
chusetts has resigned and Mildred Taylor, R.N., 
has been named as Miss Thurlow’s successor. 





Dr. A. L. Windom is the new superintendent of 
the Morningside Tuberculosis Hospital at George- 
town, Washington. Doctor Windom succeeds Dr. 
Phillip H. Narodick who is now serving with Base 
Hospital 50 in the United States Army. 


C. M. Wollenberg resigned as superintendent of 
the Laguna Honda Home Infirmary, San Fran- 
cisco, California, effective April. 








John H. Zenger, for ten years office manager and 
assistant superintendent of the Latter-Day Saints 
Hospital, Salt Lake City, Utah, is now superin- 
tendent of the Utah Valley Hospital, Provo, Utah. 
Mr. Zenger succeeded Mildred F. Walker, R.N., 
who resigned to join the WAAC. 


Vallejo, California—Ground was broken for the 
construction of the Vallejo Community Hospital, 
Vallejo, California, on April 5, and the building 
will be completed and ready for use in one hundred 
eighty days. The new institution will have a ca- 
pacity of 262 beds and is being constructed by the 
Emergency Operations Unit of the Public Build- 
ings Administration of the Federal Works Agency, 
at a cost of $1,100,000. 


From the out-patient department to the x-ray 
rooms, the laboratories, pharmacy, dental depart- 
ment and all the wards, the hospital will be abso- 
lutely modern and up to the standards required 
by the United States Public Health Service. Every 
tem of equipment is provided for—$200,000 of the 
contract price covering the facilities. 








Chicago, Illinois—The Illinois Masonic Hospital, 
Chicago, Illinois, is planning the erection of a new 
unit to meet the increased demand for accommo- 
dation of patients. They propose to increase the 
capacity of the hospital to two hundred beds. Wil- 
liam H. Tenney is superintendent of this institu- 
tion. 





Galesburg, Illinois—The will of the late Harvey 
A. Craig, banker and farmer, granted approxi- 
mately $100,000 to the Galesburg Cottage Hospi- 
tal of Galesburg, Illinois. 


South Bend, Indiana—The new $226,000 addi- 
tion of the Epworth Hospital has been placed in 
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service. The building provides fifty additional beds 
which increases the capacity of the hospital to 
242 beds. Almost all of the cost of the addition 
was financed through a grant of $176,000 under 
the Lanham Act and the balance from resources 
of the hospital and local sources. 


Clinton, Iowa—A large Army hospital and 
training unit recently completed at Clinton, Iowa, 
has been named the Schick General Hospital in 
honor of Lieutenant William Rhinehart Schick, 
M.D., who was killed on December 7 at Pear! Har- 
bor. 


Mount Pleasant, Michigan—The Central Michi- 


gan Community Hospital of Mount Pleasant, 
Michigan, was dedicated on April 2. 











Paterson, New Jersey—Work has started on 
the conversion of the former premises of the Pat- 
erson Orphan Asylum into a 150-bed addition to 
the Paterson General Hospital of Paterson, New 
Jersey. When completed the new addition will 
make the General Hospital the largest voluntary 
institution of its kind in the state. This is a war 
public works project estimated to cost, with the 
acquisition of the Orphanage, about $550,000, of 
which $375,000 will be in a Federal grant of Lan- 
ham Act Funds. The new addition will house the 
complete maternity and children’s departments 
and plans call for 100 maternity and 50 children’s 
beds and infants’ bassinets in the new wing. 


Toledo, Ohio—An endowment by the late Frank 
Collins of the National Supply Company made pos- 
sible the erection of a new two story building to 
house the Toledo Hospital Institute of Medical Re- 
search in Toledo, Ohio. The Institute consists of 
a staff including a biochemist, nutritionist, bac- 
teriologist, pathologist and biophotographer un- 
der the direction of Doctor Bernhard Steinberg. 
The staff will be augmented in the future by a 
physiologist, biophysicist and pharmacologist. 
Provision has been made to accept fellows in med- 
ical and dental research. It is the purpose of the 
Institute not to devote itself exclusively to the 
study of a single disease, but to maintain a fluid 
interest in disease in general depending upon the 
availability of the specific personnel. 








Bryn Mawr, Pennsylvania—The Bryn Mawr 
Hospital of Bryn Mawr, Pennsylvania, has re 
ceived two bequests of $10,000. 





Ellwood City, Pennsylvania —An anonymous 
donor has contributed $40,000 for the erection of 
a new hospital in Ellwood City, Pennsylvania. 





Philadelphia, Pennsylvania—The following hos- 
pitals of Philadelphia have received bequests: 
Jefferson Hospital, University of Pennsylvania 
Hospital, and Women’s Hospital—$10,000 each; 
Lankenau Hospital—$5000. 
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USE OF OXYGEN AFTER SURGERY 


@ Many surgeons no longer wait for severe 
post-operative complications to develop before 


prescribing oxygen therapy. 


Increasingly, after operations involving the 
brain, thyroid, chest or upper abdomen, it is 
reported that continuous oxygen therapy, for 
several hours to several days, is being pre- 
scribed as an important part of the post-opera- 


tive routine. 


Such prophylactic administration, in com- 
bination with other indicated therapy, is said 


by medical authorities to minimize or prevent 
entirely: 
1. Serious pulmonary complications. 

2. Shock or circulatory failure. 

3. Gaseous distention of the intestine. 

Hospitals throughout the country are pre- 
paring themselves to handle increased de- 
mands for oxygen administration. The Linde 
Air Products Company is helping many of 
these hospitals in the efficient administration 
of oxygen. You can learn more about Linde 


services from any Linde sales office. 


THE LINDE AIR PRODUCTS COMPANY 





LINDE 


Unit of Union Carbide and Carbon Corporation 
General Office: 30 E. 42nd St.,N. Y. [][qjgj Offices in Other Principal Cities 
In Canada: Dominion Oxygen Company, Limited, Toronto 


The word “Linde” is a trade-mark. 


GAYGEM U.S. P. 








William G. Truesdell 


Returns to 
Pharmaceutical Field 


William G. Truesdell has just completed his as- 
signed work as Civilian Consultant at the United 
States Army Medical Depot in St. Louis, organizing 
and operating the drug inspection service for sup- 
plying the Army at home and overseas. 


He has become affiliated as sales manager with 
Effervescent Products, Inc. His experience in the 
pharmaceutical field is of long standing. He en- 
tered the service of Parke, Davis & Company in 1922 
as detail man, worked as field manager for many 
years and was transferred to Detroit as manager of 
their biological sales, hospital and animal industry 
divisions. 

Mr. Truesdell’s background also includes two 
years’ teaching of Materia Medica at Cincinnati Col- 
lege of Pharmacy and hospital work in charge of 
pharmacy, as surgical assistant and anesthetist. 


a 








FREELY ADMITTED 


that moisture is not required to melt a 
Diack but was there ever a sterilization by 
steam when moisture was not present? Has 
anyone the power to so change the proper- 
ties of steam that a sterilizer can be op- 
erated by dry heat? The match, or any 
other test may be very illuminating but 
what on earth is its application? What 
does it signify? Can there be any reason 
for making the “dry test” official or for 
any other purpose than to becloud the 
observer? Who is trying to fool whom? 
What for, why and how? 


ASSURED SAFETY 


Diinett Conteh 


5719 Woodward 
DETROIT 





May 1943 
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CONSULTANTS 





CHARLES S. PITCHER, F.A.C.H.A., Hospital Consultant 
Rome, Pennsylvania Telephone Rome 42 F 111 
CONSTRUCTIVE, EFFICIENCY SURVEYS AND 
GENERAL EXAMINATIONS 





HOSPITAL ACCOUNTING 





ROBERT PENN & COMPANY, C.P.A.’s 
Specialists in Hospital Accounting 
39 South LaSalle Street 
Chicago, Illinois 





POSITIONS WANTED 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 


Charlotte M. Powell, R.N., Owner-Director 


Specializing in Superior Personnel 


ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schools of Nursing and are 
keenly interested in the intelligent placement of a 
superior type of personnel. 


AS WE charge no registration fee, our service can be a 
selective one and applicants are registered on the basis 
of Training, Experience and Personal Characteristics 
only. All information is carefully verified. 


WHETHER YOU are an Executive Officer seeking desir- 
able personnel, or a member of the staff wishing to 
secure a more important position write to us and let 
us help you to find what you want. 





INTERSTATE HOSPITAL AND PERSONNEL BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


ASSISTANT DIRECTOR: Experience as hospital account- 
—— eastern hospital. Salary $4200, advance- 
ment. 


SUPERINTENDENT: Graduate nurse. 90-bed southern hos- 
pital. Salary depending on experience. 


DIRECTOR OF NURSING: College degree. 250-bed eastern 
hospital; school has university affiliation. Salary $300, 
maintenance. 


DIRECTRESS OF NURSES: Qualified to organize school 
of nursing. 150-bed hospital, eastern Pennsylvania. 
Salary open. (b) 125-bed hospital; central school of 
nursing. Salary $160, maintenance. Western state. 


PHYSICIAN: M.D. Degree; charge of anaesthesia depart- 
ment. 185-bed hospital. Midwestern city. Salary $5000. 


HOUSEKEEPER: 150-bed hospital; large Ohio city. Salary 
$125, maintenance. 


ADMINISTRATIVE DIETITIAN: Experience. 175-bed hos- 
pital, near Philadelphia. Salary open. 


RECORD LIBRARIAN: 200-bed hospital, central New 
York. Salary open. 








THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATOR—Physician well trained in tuberculosis 
work is available for position as superintendent and 
medical director; has been specializing in tuberculosis 
medicine since 1928; past eight years, in charge of 
fairly large institution where he has done consider- 
able thoracic surgery; will go anywhere; for further 
details, please write Burneice Larson, Director, Medi- 
cal Bureau, Palmolive Building, Chicago. 


ADMINISTRATOR—University degree in Business <Ad- 
ministration; splendid background of experience in 
hospital administration; has contributed extensively 
to hospital organization and management, taking ac- 
tive part in national and local hospital affairs; Fel- 
low American College of Hospital Administrators; for 
further details, please write Burneice Larson, Direc- 
tor, Medical Bureau, Palmolive Building, Chicago. 


PATHOLOGIST ‘is available; Diplomate American Board; 
several years’ teaching experience; six years, director 
of laboratory fairly large hospital; available imme- 
diately; age 49; for further details, please write 
Burneice Larson, Director, Medical Bureau, Palmolive 
Building, Chicago. 


RADIOLOGIST—Diplomate of American Board of Radi- 
ology; has been specializing in x-ray since 1926; has 
directed department medium-sized hospital and 
served on faculty of medical school part-time for past 
fourteen years; available immediately; for further 
details, please write Burneice Larson, Director, Med- . 
ical Bureau, Palmolive Building, Chicago. 


SUPERINTENDENT—Graduate nurse and bachelor’s de- 
gree, state university; M.A., Columbia; several years’ 
supervising and teaching experience; seven years, as- 
sistant professor of nursing, university school; three 
years, administrative assistant, university hospital; 
for further details, please write, Burneice Larson, 
Director, Medical Bureau, Palmolive Building, Chi- 
cago. 


DIRECTOR OF NURSES—B:S. degree in nursing educa- 
tion; several years’ successful teaching experience; 
since 1940, director of school and nursing service. 150- 
bed hospital; capable public speaker; has published 
several articles regarding curriculum planning and 
nursing school administration; for further informa- 
tion, please write Burneice Larson, Director, Medical 
Bureau; Palmolive Building, Chicago. 





POSITIONS OPEN 





WANTED—REGISTERED PROFESSIONAL NURSES for 
general duty; medical, surgical, obstetrical divisions; 
operating and delivery rooms. 48-hour week; starting 
salary $130 per month with meals, laundry; $100 with 
complete maintenance; Apply, Director of Nurses, 
Garfield Memorial Hospital, Washington, D. C. 


DIRECTOR OF NURSES, qualified by education, experi- 
ence and personality for 250-bed, Class “A” Hospital 
located in large midwest city. Graduate staff and 
nurses training school; approximately 100 students. 
Box T-1, HOSPITALS. 


THERAPEUTIC DIETITIAN—Will be in charge of diets 
and also will teach student nurses. Some adminis- 
trative work. Salary open. 320-bed Ohio Hospital. 
Address Box W-1, HOSPITALS. 


WANTED: INSTRUCTOR NURSING ARTS. Degree re- 
quired. 226-bed general hospital, 100 students; salary 
dependent on qualifications. Apply Orange General 
Hospital, Orange, Florida. 


WANTED: EDUCATIONAL DIRECTOR combined Theo- 
retical Instructor, 170 beds, 61 students, salary and 
date open. Mid-Atlantic State. Address Box X-l, 
HOSPITALS. 


GRADUATE REGISTERED NURSES for general duty, 45 
hours weekly, work 5 days per week. Salary $100 per 
month plus complete maintenance. Apply Superintend- 
ent, Oregon State Tuberculosis Hospital, Salem, Ore- 
gon. 


TECHNICIAN-LABORATORY, one with experience prefer- — 
able but not necessary. Three full time technicians em- 
ployed. 165-bed general hospital. Women’s and Chil- 
dren’s Hospital, Toledo, Ohio. 


DIETITIAN-ASSISTANT, one with experience preferable 
but not necessary. 165-bed general hospital. Womens 
and Children’s Hospital, Toledo, Ohio. 


INSTRUCTOR-CLINICAL, one with degree and_experi- 
enced in teaching and supervising preferable. Training 
school of 40 to 50 students. 165-bed general hospital. 
Women’s and Children’s Hospital, Toledo, Ohio. 


SUPERVISOR-OBSTETRICAL, one with ability to teach 
and supervise 50-bed unit. Post-graduate necessary. 
Women’s and Children Hospital, Toledo, Ohio. 
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